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CONSTITUTION  AND  BY-LAWS 


AMERICAN  ASSOCIATION 


OBSTETRICIANS  AND  GYNECOLOGISTS. 


Obst  Soc 


AMERICAN  ASSOCIATION 


OF 

OBSTETRICIANS  AND  GYNECOLOGISTS. 


CONSTITUTION. 

I.  The  name  of  this  Association  shall  be  The  American  Associa- 
tion of  Obstetricians  and  Gynecologists. 

II.  Its  object  shall  be  the  cultivation  and  promotion  of  knowledge 
in  whatever  relates  to  Abdominal  Surgery,  Obstetrics,  and  Gynecology. 

members. 

III.  The  members  of  this  Association  shall  consist  of  Ordinary 
Fellows,  Honorary  Fellows,  and  Corresponding  Fellows. 

The  Ordinary  Fellows  shall  not  exceed  one  hundred  in  number. 
The  Honorary  Fellows  shall  not  exceed  ten  American  and  twenty- 
five  foreign. 

Candidates  shall  be  proposed  to  the  Executive  Council  one  month 
before  the  first  day  of  meeting  by  two  Fellows,  and  shall  be  balloted 
for  at  the  annual  meeting,  a  list  of  names  having  been  sent  to  every 
Fellow  with  the  notification  of  the  meeting. 

A  two-thirds  vote  in  the  affirmative  of  all  the  members  present  shall 
be  necessary  to  elect, — fifteen  Fellows  at  least  being  in  attendance. 

All  candidates  for  active  fellowship  shall  submit  to  the  Executive 
Council,  at  least  one  month  before  the  annual  meeting,  an  original 
paper  relating  to  Abdominal  Surgery,  Obstetrics,  or  Gynecology. 

HONORARY  FELLOWS. 

IV.  The  power  of  nominating  Honorary  Fellows  shall  be  vested  in 
the  Executive  Council. 

Their  election  shall  take  place  in  the  same  manner  as  that  of  Ordi- 
nary Fellows. 
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CONSTITUTION. 


They  shall  enjoy  all  the  privileges  of  Ordinary  Fellows,  excepting  to 
vote  or  hold  office,  but  shall  not  be  required  to  pay  any  fee. 

CORRESPONDING  FELLOWS. 

V.  The  Corresponding  Fellows  shall  be  recommended  hy  the  Execu- 
tive Council,  and  elected  by  the  Association. 

They  shall  enjoy  all  the  privileges  of  Ordinary  Fellows,  excepting 
to  vote  or  hold  office,  and  shall  be  entitled  to  a  copy  of  the  annual 

Transactions. 

They  shall  pay  an  entrance  fee  of  twenty-five  dollars. 

OFFICERS. 

VI.  The  officers  of  this  Association  shall  be  a  President,  two  Vice- 
Presidents,  a  Secretary,  a  Treasurer,  and  five  Executive  Councillors. 

The  nomination  of  all  officers  shall  be  made  in  open  session  at  the 
business  meeting,  and  the  election  shall  be  by  ballot. 

The  officers  shall  enter  upon  their  duties  immediately  before  the 
adjournment  of  the  meeting  at  which  they  were  elected,  and  shall  hold 
office  for  one  year. 

Any  vacancy  occurring  during  the  recess  may  be  filled  temporarily 
by  the  Executive  Council. 

ANNUAL  MEETINGS. 

VII.  The  time  and  place  of  holding  the  annual  meeting  shall  be 
determined  by  the  Association  each  time  before  adjournment. 

It  shall  continue  for  three  days,  unless  otherwise  ordered  by  vofe  of 
the  Association. 

AMENDMENTS. 

VIII.  This  Constitution  may  be  amended  by  a  two-thirds  vote  of  all 
the  Fellows  present  at  the  annual  meeting,  provided  that  notice  of  the 
proposed  amendment  has  been  given  in  writing  at  the  annual  meeting 
next  preceding ;  and  provided  further,  that  it  shall  have  been  printed 
in  the  notification  of  the  meeting  at  which  the  vote  is  to  be  taken. 


AMERICAN  ASSOCIATION 


OF 

OBSTETRICIANS  AND  GYNECOLOGISTS. 


BY-LAWS. 

THE  PRESIDING  OFFICER. 

I.  The  President,  or  in  his  absence  one  of  the  Vice-Presidents,  shall 
preside  at  all  meetings,  and  perform  such  other  duties  as  ordinarily 
pertain  to  the  Chair. 

The  presiding  officer  shall  be  ex-officio  chairman  of  the  Executive 
Council,  but  shall  vote  therein  only  in  case  of  a  tie. 

SECRETARY. 

II.  The  Secretary  shall  attend  and  keep  a  record  of  all  meetings  of 
the  Association  and  of  the  Council,  of  which  latter  he  shall  be  ex-officio 
clerk,  and  shall  be  entitled  to  vote  therein. 

He  shall  collect  all  moneys  due  from  the  members,  and  shall  pay  the 
same  over  to  the  Treasurer,  taking  his  receipt  therefor. 

He  shall  supervise  and  conduct  all  correspondence  of  the  Associa- 
tion ;  he  shall  superintend  the  publication  of  the  Transactions  under 
the  direction  of  the  Executive  Council,  and  shall  perform  all  the  ordi- 
nary duties  of  his  office. 

He  shall  be  the  custodian  of  the  seal,  books,  and  records  of  the 
Association. 

TREASURER. 

III.  The  Treasurer  shall  receive  all  moneys  from  the  Secretary,  pay 
all  bills,  and  render  an  account  thereof  at  the  annual  meetings,  when 
an  Auditing  Committee  shall  be  appointed  to  examine  his  accounts 
and  records. 
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IV.  The  Executive  Council  shall  meet  as  often  as  the  interests  of 
the  Association  may  require.  The  President,  or  any  three  members, 
may  call  a  meeting,  and  a  majority  shall  constitute  a  quorum. 

It  shall  have  the  management  of  the  affairs  of  the  Association,  sub- 
ject to  the  action  of  the  house  at  its  annual  meetings. 

It  shall  have  control  of  the  publications  of  the  Association,  with  full 
power  to  accept  or  reject  papers  or  discussions. 

It  shall  have  control  of  the  arrangements  for  the  annual  meetings, 
and  shall  determine  the  order  of  the  reading  of  papers. 

It  shall  constitute  a  court  of  inquiry  for  the  investigation  of  all 
charges  against  members  for  offences  involving  law  or  honor,  and  shall 
have  the  sole  power  of  moving  the  expulsion  of  any  Fellow. 

ORDER  OF  BUSINESS. 

V.  The  Order  of  Business  at  the  annual  meetings  of  the  Association 
shall  be  as  follows : 

1.  General  meeting  at  10  o'clock  a.m. 

a.  Reports  of  Committees  on  Scientific  Questions. 

b.  Reading  of  Papers  and  Discussions  of  the  same. 

2.  The  Business  meeting  shall  be  held  at  half-past  eight  o'clock 
p.m.  on  the  second  day  of  the  session  (unless  otherwise  ordered 
by  vote),  at  which  only  the  Fellows  of  the  Association  shall 
be  present.  The  Secretary's  Record  shall  then  be  read ;  the 
Treasurer's  Accounts  submitted ;  the  Reports  of  Committees 
on  Other  than  Scientific  subjects  offered ;  and  all  Miscellaneous 
Business  transacted. 

PAPERS. 

VI.  The  titles  of  all  papers  to  be  read  at  any  annual  meeting  shall 
be  furnished  to  the  Secretary  not  later  than  one  month  before  the  first 
day  of  the  meeting. 

No  paper  shall  be  read  before  the  Association  that  has  already  been 
published,  or  that  has  been  read  before  any  other  body. 

Not  more  than  thirty  minutes  shall  be  occupied  in  reading  any 
paper  before  the  Association. 

All  papers  read  before  the  Association  shall  become  its  sole  property 
if  accepted  for  publication  ;  and  the  Executive  Council  may  decline  to 
publish  any  paper  not  handed  to  the  Secretary  complete  before  the  final 
adjournment  of  the  annual  meeting. 


BY-LAWS. 
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QUORUM. 

VII.  The  Fellows  present  shall  constitute  a  quorum  for  all  business, 
excepting  the  admission  of  new  Fellows  or  acting  upon  amendments  to 
the  Constitution,  when  not  less  than  fifteen  Fellows  must  be  present. 

DECORUM. 

VIII.  No  remarks  reflecting  upon  the  personal  or  professional  char- 
acter of  any  Fellow  shall  be  in  order  at  any  meeting,  except  when 
introduced  by  the  Executive  Council. 

FINANCE. 

IX.  Each  Fellow,  on  admission,  shall  pay  an  initiation  fee  of  twenty- 
five  dollars,  which  shall  include  his  dues  for  the  first  year. 

Every  Fellow  shall  pay  in  advance  the  sum  of  twenty  dollars 
annually  thereafter. 

Any  Fellow  neglecting  to  pay  his  annual  dues  for  two  years  shall 
forfeit  his  membership. 

The  Secretary  shall  receive  annually  a  draft  from  the  President 
drawn  on  the  Treasurer  for  a  sum,  to  be  fixed  at  each  annual  meeting, 
for  the  services  he  shall  have  rendered  the  Association  during  the  year. 

A  contingent  fund  of  one  hundred  dollars  shall  be  placed  annually 
at  the  disposal  of  the  Secretary  for  current  expenses,  to  be  disbursed 
by  him,  and  for  which  he  shall  present  proper  vouchers. 

ATTENDANCE. 

X.  Any  Fellow  who  shall  neither  attend  nor  present  a  paper  for 
three  consecutive  years  may,  unless  he  offer  a  satisfactory  excuse,  be 
dropped  from  fellowship  upon  vote  of  the  Executive  Council. 

RULES. 

XI.  Roberts'  Rules  of  Order  shall  be  accepted  as  a  parliamentary 
guide  in  the  deliberations  of  the  Association. 

AMENDMENTS. 

XII.  These  By-laws  may  be  amended  by  a  two-thirds  vote  of  the 
Fellows  present  at  any  meeting ;  provided,  previous  notice  in  writing 
has  been  given  at  the  annual  meeting  next  preceding  the  one  at  which 
the  vote  is  to  be  taken. 
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the  Woman's  Department,  St.  Louis  Hospital,  and  Clinical  Lecturer 
in  Gynecology,  St.  Louis  Medical  College ;  Physician  to  Augusta  Hos- 
pital ;  Consultant  to  the  St.  Louis  Female  Hospital.  2901  Washington 
Avenue,  St.  Louis,  Mo. 

1889. — Nicolaysen,  Julius,  M.D.  Professor  of  Surgery  in  the 
University  of  Norway.    Christiania,  Norway. 

1891. — Pietranera,  E.,  M.D.  Professor  of  Obstetrics  in  the  Medi- 
cal Department  of  the  National  University.  Cordova,  Argentine 
Republic,  S.  A. 

1891. — Rodriguez,  Juan  M.,  M.D.  Professor  of  Clinical  Obstetrics 
in  the  Medical  School  of  the  University  of  Mexico.  Mexico. 

1889. — Sanger,  Max,  M.D.  Lecturer  on  Obstetrics  and  Gyne- 
cology, University  of  Leipzig ;  late  President  of  the  Leipzig  Obstet- 
rical Society ;  Honorary  Member  of  the  Obstetrical  Societies  of  Phila- 
delphia and  Chicago ;  Honorary  Member  of  the  Belgian  Gynecological 
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Society,  Brussels ;  Corresponding  Member  of  the  Medical  Society  of 
Christiania,  Norway.    16  Lindenstrasse,  Leipzig,  Germany. 

1890.— Savage,  Thomas,  M.D.,  F.R.C.S.  Eng.  Surgeon  to  the 
Birmingham  Hospital  for  Women.  33  Newhall  Street,  Birmingham, 
England. 

1889. — Schultze,  Bernhard  Sigmund,  M.D.  Professor  of  Gyne- 
cology ;  Director  of  the  Lying-in  Institute,  and  of  the  Gynecological 
Clinic.    2  Sellierstrasse,  Jena,  Germany. 

1888.— Smith,  J.  Greig,  M.A.,  CM.,  M.B.,  F.R.S.E.  Surgeon 
to  the  Bristol  Royal  Infirmary  ;  Lecturer  on  Surgery,  Bristol  Medical 
School ;  late  Examiner  in  Surgery,  University  of  Aberdeen,  Scotland. 
16  Victoria  Square,  Clifton,  Bristol,  England. 

1888.— Tait,  Lawson,  M.D.,  LL.D.,  F.R.C.S.E.  Surgeon  to  the 
Birmingham  and  Midland  Hospital  for  Women  ;  Consulting  Surgeon 
to  the  West  Bromwich  and  the  Nottingham  Hospitals  for  Women ; 
Professor  of  Gynecology  and  Member  of  the  Council  in  Queen's  Col- 
lege ;  President  of  Mason's  Science  College ;  Ex-President  of  the 
British  Gynecological  Society  ;  President  of  the  Birmingham  Medical 
Institute ;  Ex-President  of  the  Birmingham  and  Midland  Counties 
Branch  of  the  British  Medical  Association ;  President  of  the  Worces- 
tershire and  Herefordshire  Branch  of  the  British  Medical  Association. 
7  The  Crescent,  Birmingham,  England. 

1888.  — Williams,  John,  M.D.,  F.R.C.P.  63  Brook  Street,  Gros- 
venor  Square,  W.,  London,  England. 

1889.  — Winckel,  F.,  M.D.  Professor  of  Gynecology  and  Director 
of  the  Royal  Hospital  for  Women  ;  Member  of  the  Supreme  Council, 
and  of  the  Faculty  of  Medicine  in  the  University  of  Munich.  16a 
Sonnenstrasse,  Munich,  Germany. 

Total,  twenty-eight  Honorary  Fellows. 


CORRESPONDING  FELLOWS. 


1891. — Griffin,  Herbert  Spohn,  B.A.,  M.D.  Surgeon  to  Hamil- 
ton City  Hospital ;  Examiner  in  Obstetrics,  University  of  Toronto. 
157  Main  Street,  Hamilton,  Ontario,  Canada. 

1891. — Machell,  Henry  Thomas,  M.D.  Lecturer  on  Obstetrics, 
Woman's  Medical  College ;  Surgeon  to  St.  John's  Hospital  for  Women ; 
Physician  to  Victoria  Hospital  for  Sick  Children,  and  to  Hillcrest 
Convalescent  Home.    95  Bellevue  Avenue,  Toronto,  Ontario,  Canada. 

Total,  two  Corresponding  Fellows. 
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*  Resigned. 

Founder. — Allen,  Henry  Bigelow,  M.D.  Professor  of  Obstetrics, 
College  of  Medicine,  Syracuse  University.    Baldwinsville,  N.  Y. 

1890. — Asdale,  William  J.,  M.D.  Professor  of  Diseases  of 
Women,  Western  Pennsylvania  Medical  College.  2107  Penn  Avenue, 
Pittsburg,  Pa. 

Founder. — Baker,  Washington  H.,  M.D.  Senior  Obstetrician  to 
the  Maternity  Hospital;  Physician  to  the  German  Hospital.  1610 
Summer  Street,  Philadelphia,  Pa. 

Founder. — Banta,  Rollin  Ledrue,  M.D.  Consulting  Obstetrician 
to  the  Sisters  of  Charity  and  Woman's  Hospitals ;  President  of  the 
Buffalo  Obstetrical  Society  1887-88.  Vice-President,  1890.  Executive 
Council,  1891.    358  South  Division  Street,  Buffalo,  N.  Y. 

1889.  — Barrow,  David,  M.D.  196  East  High  Street,  Lexington, 
Kentucky. 

Founder. — Beckwith,  Frank  E.,  M.D.  Professor  of  Clinical 
Gynecology,  Yale  University ;  Gynecologist  to  the  New  Haven  Hos- 
pital.   139  Church  Street,  New  Haven,  Conn. 

1890.  — Bernardy,  Eugene  Prosper,  M.D.  221  South  Seven- 
teenth Street,  Philadelphia,  Pa. 

1890. — Bond,  Young  Hance,  M.D.  Dean  and  Professor  of  Gyne- 
cology, Marion-Sims  College  of  Medicine.  914  North  Grand  Avenue, 
St.  Louis,  Mo. 

Founder. — Boyd,  James  Peter,  A.M.,  M.D.  Professor  of  Obstet- 
rics and  the  Diseases  of  Women  and  Children,  Albany  Medical  Col- 
lege ;  Gynecologist  to  the  Albany  Hospital ;  Consulting  Obstetric 
Surgeon  to  St.  Peter's  Hospital ;  Fellow  of  the  British  Gynecological 
Society.    152  Washington  Avenue,  Albany,  N.  Y. 
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1889.— Branham,  Joseph  H,  M.D.  Demonstrator  of  Anatomy, 
College  of  Physicians  and  Surgeons;  Visiting  Surgeon  to  Bayview 
Hospital.    538  North  Arlington  Avenue,  Baltimore,  Md. 

1889.— Burns,  Bernard,  M.D.  Gynecologist  to  the  Mercy  Hos- 
pital.   35  Federal  Street,  Allegheny  City,  Pa. 

1891.— Cameron,  Irving  Heward,  M.B.  Professor  of  Clinical 
Surgery,  University  of  Toronto  ;  Surgeon  to  the  Toronto  General  Hos- 
pital, to  the  Hospital  for  Sick  Children,  and  the  St.  John's  Hospital 
for  Diseases  of  Women.    307  Sherborne  Street,  Toronto,  Ont.,  Canada. 

Founder.  Carstens,  J.  Henry,  M.D.  Professor  of  Obstetrics 
and  Clinical  Gynecology,  Detroit  College  of  Medicine;  Gynecologist 
to  Harper  Hospital ;  Attending  Physician  to  the  Woman's  Hospital ; 
Obstetrician  to  the  House  of  Providence.  Vice-President,  1888-m 
21  Macomb  Street,  Detroit,  Michigan. 

Founder.— Carson,  Norman  Bruce,  M.D.  Surgeon  to  the  St. 
Louis  Mullanphy  Hospital;  Surgeon  to  the  Augusta  Free  Hospital; 
Surgeon  to  St.  Vincent's  Insane  Hospital ;  Consulting  Surgeon  to  the' 
City  Hospital ;  Adjunct  Professor  of  Surgery,  St.  Louis  Medical  Col- 
lege.   209  North  Jefferson  Avenue,  St.  Louis,  Mo. 

Founder.— Clarke,  Augustus  Peck,  A.M.,  M.D.  President  of  the 
Gynecological  Society  of  Boston;  Member  of  the  Massachusetts 
Medical  Society;  Fellow  of  the  American  Academy  of  Medicine; 
Member  of  the  American  Public  Health  Association ;  Member  of  the 
American  Medical  Association.    693  Main  Street,  Cambridge,  Mass. 

1890.— Coles,  Walter,  M.D.  Gynecologist  to  St.  Mary's  Infirm- 
ary ;  Consulting  Physician  to  St.  Ann's  Lying-in  Asylum;  President 
of  the  St.  Louis  Medical  Society.    3200  Pine  Street,  St.  Louis,  Mo. 

1889.— Conklin,  William  Judkins,  A.M.,  M.D.  Visiting  Sur- 
geon to  St.  Elizabeth's  Hospital ;  President  of  the  Medical  Society  of 
the  State  of  Ohio,  1891.    17  East  First  Street,  Dayton,  Ohio. 

Founder.— Cushing,  Clinton,  M.D.  Professor  of  Gynecology  in 
Cooper  Medical  College.  Executive  Council,  1888-91.  636  Sutter 
Street,  San  Francisco,  Cal. 


1889.— Davis,  William  Elias  B.,  M.D.  Secretary  of  the  Southern 
Surgical  and  Gynecological  Association,  1888-'92;  Surgeon  to  the 
Birmingham  Hospital  of  United  Charities ;  Mejnber  of  the  Jefferson 
County  Board  of  Medical  Examiners ;  Secretary  of  the  Surgical  Sec- 
tion of  the  American  Medical  Association,  1891.    Rome,  Ga. 
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1889.— Dean,  George  R.,  A.B.,  M.D.  6  South  Church  Street, 
Spartanburg,  S.  C. 

1889.  — Douglas,  Richard,  M.D.  Professor  of  Diseases  of  Women 
and  Clinical  Gynecology  in  the  Medical  Departments  of  the  University 
of  Nashville  and  Vanderbilt  University ;  Fellow  of  the  British  Gyne- 
cological Society  ;  Member  of  the  Southern  Surgical  and  Gynecological 
Association.    110  Spruce  Street,  Nashville,  Tenn. 

Founder. — Eliot,  Llewellyn,  M.D.  Surgeon  to  the  Eastern  Dis- 
pensary; Attending  Physician  to  St.  Ann's  Infant  Asylum.  1106  P 
Street,  N.  W.,  Washington,  D.  C. 

1890.  — Fenger,  Christian,  M.D.  Professor  of  the  Principles  of 
Surgery  and  Clinical  Surgery  in  the  College  of  Physicians  and  Sur- 
geons.   269  La  Salle  Avenue,  Chicago,  111. 

1890.  — Frederick,  Carlton  C,  M.D.  Adjunct  Professor  of  Ob- 
stetrics in  the  Medical  Department  of  Niagara  University  ;  Attending 
Physician  to  the  Woman's  Hospital.  6-1  Richmond  Avenue,  Buffalo, 
New  York. 

1891.  — Gibbons,  Henry,  Jr.,  A.M.,  M.D.  Dean  and  Professor 
of  Obstetrics  and  Diseases  of  Women  and  Children  in  Cooper  Medical 
College ;  Consulting  Physician  to  the  Female  and  the  Children's 
Hospitals.    920  Polk  Street,  San  Francisco,  Cal. 

1889. — ^Gardner,  William  Sisson.  1891. 

Founder. — Glasgow,  Frank  A.,  A.B.,  M.D.  In  charge  of  the 
Female  Medical,  Children's  Medical,  and  the  Gynecological  Depart- 
ments of  the  St.  Louis  Mullanphy  Hospital;  Lecturer  on  Clinical 
Gynecology  in  the  St.  Louis  Medical  College ;  Physician  and  Patholo- 
gist to  the  Augusta  Free  Hospital  for  Children ;  Consultant  to  the  St. 
Louis  (city)  Female  Hospital.  The  Ericsson,  2608  Locust  Street, 
St.  Louis,  Mo. 

1889. — Hall,  Rufus  Bartlett,  M.D.  Professor  of  Gynecology 
in  the  Cincinnati  Polyclinic  ;  Clinical  Lecturer  on  Gynecology  in  the 
Miami  Medical  College.  Vice-President,  1891.  154  West  Eighth 
Street,  Cincinnati,  Ohio. 

1891. — Haynes,  Francis  L.,  M.D.    Los  Angeles,  Cal. 

1891. — Haynes,  John  Randolph,  M.D.,  Ph.D.  Associate  Pro- 
fessor of  Gynecology  in  the  Medical  College  of  the  University  of 
Southern  California.    629  South  Main  Street,  Los  Angeles,  Cal. 

Obst  Soc  c 
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Founder. — Hill,  Hampton  Eugene,  M.D.  Executive  Council, 
1890.    Vice-President,  1892.    Saco,  Maine. 

1889.  — Hoffman,  Joseph,  B.A.,  M.D.  126  West  Diamond  Street, 
Philadelphia,  Pa. 

1891—  Holmes,  J.  B.  S.,  M.D.    Rome,  Ga. 

1891. — Howitt,  Henry,  M.D.,  Guelph,  Ont.,  Canada. 

1890— Hughes,  Donnel,  M.D.  4005  Chestnut  Street,  Philadel- 
phia, Pa. 

Founder. — III,  Edward  Joseph,  M.D.  Surgeon  to  the  Woman's 
Hospital  ;  Gynecologist  to  St.  Barnabas'  and  Physician  to  the  German 
Hospitals.    1002  Broad  Street,  Newark,  N.  J. 

Founder. — Jarvis,  George  Cyprian,  M.D.  Visiting  Physician 
and  Surgeon  to  the  Hartford  Hospital.  98  High  Street,  Hartford, 
Conn. 

1891. — Johnston,  George  Ben.,  M.D.  Vice-President  of  the 
Southern  Surgical  and  Gynecological  Association.  107  South  First 
Street,  Richmond,  Va. 

1890.  — Krug,  Florian,  M.D.  Gynecologist  to  the  German  Hos- 
pital ;  Fellow  of  the  Academy  of  Medicine  ;  Member  of  the  Obstet- 
rical Society ;  Member  of  the  Medical  Society  of  the  County  of  New 
York  ;  Member  of  the  German  Medical  Society.  13  East  Forty-first 
Street,  New  York,  N.  Y. 

1890.  — Longyear,  Howard  W.,  M.D.  Gynecologist  to  Harper 
Hospital ;  Physician  to  the  Woman's  Hospital.  698  Woodward 
Avenue,  Detroit,  Mich. 

Founder.  —  Lothrop,  Thomas,  M.D.  Professor  of  Obstetrics, 
Niagara  University ;  Director  of  the  Woman's  Hospital ;  Physician 
to  St.  Francis's  Hospital ;  Consulting  Physician  to  the  Hospital  of  the 
Sisters  of  Charity.    153  Delaware  Avenue,  Buffalo,  N.  Y. 

1891.  — Macdonald,  Willis  Goss,  M.D.  Lecturer  on  Operative 
Surgery  and  Instructor  in  Abdominal  Surgery  in  Albany  Medical 
College;  Surgeon  to  the  Out-door  Department  of  the  Albany  Hos- 
pital.   27  Eagle  Street,  Albany,  N.  Y. 

1891. — McCann,  James,  M.D.  Professor  of  Surgery  in  Western 
Pennsylvania  Medical  College ;  Surgeon  to  the  Western  Pennsylvania 
Hospital.    928  Penn  Avenue,  Pittsburg,  Pa. 
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Founder. — McArdle,  Thomas  Eugene,  A.M.,  M.D.  Professor  of 
Minor  Surgery  in  the  National  Medical  College ;  Lecturer  on  Surgical 
Nursing  in  the  Training  School  for  Nurses.  819  Seventeenth  Street, 
Washington,  D.  C. 

Founder. — McMurtry,  Lewis  Samuel,  A.M.,  M.D.  Gynecologist 
to  Sts.  Mary  and  Elizabeth  Hospital ;  President  of  the  Southern  Surgi- 
cal and  Gynecological  Association,  1891 ;  Ex-President  of  the  Kentucky 
State  Medical  Society  ;  Fellow  of  the  Edinburgh  Obstetrical  Society ; 
Corresponding  Member  of  the  Obstetrical  Society  of  Philadelphia,  of 
the  Gynecological  Society  of  Boston,  and  of  the  New  Orleans  Medical 
and  Surgical  Association.  Executive  Council,  1891-'92.  231  West 
Chestnut  Street,  Louisville,  Ky. 

Foxuider.— *Manton,  Walter  Porter,  M.D.  1891. 

Founder. — Marcy,  Henry  Orlando,  A.M.,  M.D.,  LL.D.  Surgeon 
to  the  Private  Hospital  for  Women,  Cambridge ;  President  American 
Medical  Association ;  President  of  the  Section  of  Gynecology,  Ninth 
International  Medical  Congress  ;  late  President  of  the  American  Acad- 
emy of  Medicine ;  Member  of  the  British  Medical  Association ;  Mem- 
ber of  the  Massachusetts  Medical  Society ;  Member  of  the  Boston 
Gynecological  Society  ;  Corresponding  Member  of  the  Medico-Chirur- 
gical  Society  of  Bologna,  Italy.  336-338  Boylston  Street,  Boston, 
Mass. 

Founder. — Maxwell,  Thomas  Jefferson,  M.D.  Professor  of 
Obstetrics  and  Gynecology,  College  of  Physicians  and  Surgeons ;  Sur- 
geon to  St.  Joseph's  Hospital.    727  North  Ninth  Street,  Keokuk,  Iowa. 

Founder. — Miller,  Aaron  Benjamin,  M.D.  Professor  of  Gyne- 
cology, Medical  Department  of  Syracuse  University  ;  Gynecologist  to 
St.  Joseph's  Hospital,  Home  of  the  Good  Shepherd  and  Dispensary. 
326  Montgomery  Street,  Syracuse,  N.  Y. 

Founder. — Montgomery,  Edward  Emmett,  B.S.,  M.D.  Professor 
of  Obstetrics  and  Didactic  and  Clinical  Gynecology  in  the  Medico- 
Chirurgical  College ;  Gynecologist  to  the  Medico-Chirurgical  Hospital ; 
Obstetrician  to  the  Philadelphia  Hospital.  Vice-President,  1888-89  ; 
President,  1890.    1818  Arch  Street,  Philadelphia,  Pa. 

1890. — Morris,  Robert  Tuttle,  M.D.  Instructor  in  Surgery  at 
the  New  York  Post-Graduate  Medical  School  and  Hospital ;  Consulting 
Surgeon  to  the  Woman's  Hospital  of  Brooklyn.  Vice-President,  1892. 
133  West  Thirty-fourth  Street,  New  York,  N.  Y. 

Founder. — *Moses,  Gratz  Ashe,  M.D.    (See  Honorary  Fellows.) 
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Founder. — Myers,  William  Henchel,  M.D.  Vice-President,  1890. 
157  West  Wayne  Street,  Fort  Wayne,  Indiana. 

1891. — Nevitt,  R.  Barrington,  B.A.,  M.D.  Lecturer  on  Sur- 
gery and  Dean  of  the  Woman's  Medical  College ;  Surgeon  to  Toronto 
General  Hospital ;  Surgeon  to  the  Hospital  for  Sick  Children.  176 
Jarvis  Street,  Toronto,  Ont.,  Canada. 

Founder.— *Opie,  Thomas,  M.D.  1891. 

1889.  — Paine,  John  Fannin  Young,  M.D.  Dean  and  Professor 
of  Obstetrics  and  Diseases  of  Women  and  Children  in  the  Texas 
Medical  College  and  Hospital ;  Member  of  the  Southern  Surgical  and 
Gynecological  Association.  S.  E.  Cor.  Broadway  and  Twenty-sixth 
Street,  Galveston,  Texas. 

1890.  — Pearson,  William  Libbey,  M.D.  713  Union  Street, 
Schenectady,  N.  Y. 

1891.  — Peck,  George  S.,  Youngstown,  O. 

1891— Pond,  Edmund  M.,  M.D.  20  South  Main  Street,  Rutland, 
Vermont. 

1891. — Porter,  William,  Jr.,  M.D.  Attending  Physician  to  the 
Hartford  Orphan  Asylum ;  Member  of  the  Hartford  Medical  Society, 
of  the  Hartford  County  Medical  Society,  and  of  the  Connecticut  State 
Medical  Society.    47  Forest  Street,  Hartford,  Conn. 

Founder. — Potter,  William  Warren,  M.D.  Consulting  Gyne- 
cologist to  the  Woman's  Hospital ;  Examiner  in  Obstetrics,  New  York 
State  Medical  Examining  and  Licensing  Board  ;  Chairman  of  the  Sec- 
tion of  Obstetrics  and  Diseases  of  Women,  American  Medical  Associa- 
tion, 1890;  President  of  the  Buffalo  Obstetrical  Society,  1884-86; 
Member  of  the  Southern  Surgical  and  Gynecological  Association ; 
President  of  the  Medical  Society  of  the  State  of  New  York,  1891 ; 
Chairman  of  the  Section  of  Gynecology  and  Abdominal  Surgery, 
Pan-American  Medical  Congress,  1893.  Secretary,  1888-92.  284 
Franklin  Street,  Buffalo,  N.  Y. 

1891. — Praeger,  E.  Arnold,  M.D.  Surgeon  to  the  Female  Hos- 
pital ;  Principal  Surgeon  to  the  New  Vancouver  Coal  and  Mining 
Company ;  Senator  for  Nanaimo  in  the  British  Columbia  University. 
Front  Street,  Nanaimo,  B.  C. 

Founder. — Price,  Joseph,  M.D.  Physician-in-charge  of  the  Preston 
Retreat ;  Physician-in-charge  of  the  Obstetrical  and  Gynecological 
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Department  of  the  Philadelphia  Dispensary ;  Member  of  the  Southern 
Surgical  and  Gynecological  Association.  500  North  Twentieth  Street, 
Philadelphia,  Pa. 

1890.— Price,  Mordecai,  M.D.  1317  Spring  Garden  Street, 
Philadelphia,  Pa. 

Founder. — Reed,  Charles  Alfred  Lee,  A.M.,  M.D.  Professor 
of  Gynecology  and  Abdominal  Surgery  in  the  Cincinnati  College  of 
Medicine  and  Surgery ;  Professor  of  Gynecology  at  the  Polyclinic, 
Secretary-General  of  the  Pan-American  Medical  Congress,  1893. 
Executive  Council,  1890-'92.    311  Elm  Street,  Cincinnati,  Ohio. 

1890. — Ricketts,  Edwin,  M.D.  Professor  of  Abdominal  Surgery 
and  Gynecology  in  the  Cincinnati  Polyclinic ;  Member  of  the  Ameri- 
can and  British  Medical  Associations  ;  Member  of  the  Southern  Sur- 
gical and  Gynecological  Association.   137  Broadway,  Cincinnati,  Ohio. 

1890. — Robinson,  William  Lovaille,  M.D.  Ex-President  Dan- 
ville Medical  Society ;  Member  Virginia  State  Medical  Examining 
Board ;  Member  of  the  Southern  Surgical  and  Gynecological  Associa- 
tion.   733  Main  Street,  Danville,  Va. 

1889.  — Rohe,  George  Henry,  M.D.  Professor  of  Materia  Medica, 
Hygiene  and  Mental  Diseases  in  the  College  of  Physicians  and  Sur- 
geons :  Superintendent  of  the  Maryland  Hospital  for  the  Insane.  Vice- 
President,  1891.    Executive  Council,  1892.    Catonsville,  Md. 

1890.  — Ross,  James  Frederick  William,  M.D.,  L.R.C.P.  (Eng.). 
Gynecologist  to  the  Toronto  General  Hospital ;  Surgeon  to  the 
Woman's  Hospital ;  Lecturer  in  Gynecology  at  the  Woman's  Medical 
College;  Lecturer  in  Abdominal  Surgery  at  Toronto  University. 
Executive  Council,  1892.   481  Sherborne  Street,  Toronto,  Ont.,  Canada. 

1890.— Sexton,  John  Chase,  A.M.,  M.D.  President  Union  Dis- 
trict Medical  Association,  Rushville,  Indiana. 

1889. — Seymour,  William  Wotkyns,  A.B.,  M.D.  Professor  of 
Gynecology  in  the  University  of  Vermont ;  formerly  House  Surgeon 
of  the  Boston  City  Hospital ;  Member  of  the  American  Medical 
Association ;  Fellow  of  the  New  York  State  Medical  Association  ; 
Member  of  the  British  Medical  Association.  Executive  Council,  1892. 
105  Third  Street,  Troy,  N.  Y. 

Founder.— Shepherd,  George  Rubens,  M.D.  667  Asylum  Ave- 
nue, Hartford,  Conn. 
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1890.  —  *Shoemaker,  George  Erety,  M.D.  1891. 

1891.  — Smith,  Charles  N.,  M.D.  Editor  American  Gynecological 
Journal.    1921  Franklin  Avenue,  Toledo,  Ohio. 

Founder.—  Stanton,  Byron,  M.D.  Professor  of  Diseases  of  Women 
and  Children,  and  of  Clinical  Gynecology,  Miami  Medical  College. 
Executive  Council,  1888-89.    157  Dayton  Street,  Cincinnati,  Ohio. 

Founder. — Stewart,  William  Shaw,  A.M.,  M.D.  Professor  of 
Obstetrics  and  Clinical  Gynecology,  Medico  -  Chirurgical  College; 
Gynecologist  to  the  Medico-Chirurgical  Hospital.  1801  Arch  Street, 
Philadelphia,  Pa. 

1890.— Stone,  Isaac  Scott,  M.D.  Gynecologist  to  the  Columbia 
Hospital  for  Women  ;  Fellow  of  the  British  Gynecological  Society ; 
Member  Southern  Surgical  and  Gynecological  Association.  1309  H 
Street,  N.  W.,  Washington,  D.  C. 

Founder. — Storrs,  Melancthon,  A.M.,  M.D.  Attending  Surgeon 
to  the  Hartford  Hospital.  Executive  Council,  1888-89.  91  Ann  Street 
Hartford,  Conn. 

Founder. — Taylor,  William  Henry,  M.D.,  Ph.D.  Dean  and 
Professor  of  Obstetrics,  Miami  Medical  College ;  Obstetrician  to  the 
Cincinnati  Hospital.  President,  1888-89.  329  West  Seventh  Street, 
Cincinnati,  Ohio. 

1890.  — Thomas,  George  Gillett,  M.D.  Ex-President  Medical 
Seciety  of  the  State  of  North  Carolina.    Wilmington,  N.  C. 

Founder. — Townsend,  Franklin,  A.M.,  M.D.  Professor  of  Physi- 
ology, Albany  Medical  College ;  Visiting  Obstetrician  and  Gynecologist 
to  St.  Peter's  Hospital ;  Visiting  Physician  to  the  Albany  Protestant 
Orphan  Asylum.    2  Park  Place,  Albany,  N.  Y. 

Founder. — Vander  Veer,  Albert,  A.M.,  M.D.,  Ph.D.  Professor 
of  Didactic,  Clinical,  and  Abdominal  Surgery,  Albany  Medical  College ; 
Attending  Surgeon  to  the  Albany  Hospital ;  Consulting  Surgeon  to  St. 
Peter's  Hospital ;  Fellow  of  the  American  Surgical  Association  ;  Fellow 
of  the  British  Gynecological  Society ;  Corresponding  Member  of  the 
Boston  Gynecological  Society.  Executive  Council,  1889-' '91.  President, 
1892.    28  Eagle  Street,  Albany,  N.  Y. 

1891.  — Walker,  Edwin,  M.D.,  Ph.D.  Gynecologist  to  the  Evans- 
ville  City  Hospital ;  President  Indiana  State  Medical  Society,  1891-92  ; 
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Member  American  Medical  Association,  and  of  the  Mississippi  Valley 
Medical  Association.    427  Upper  Third  Street,  Evansville,  Ind. 

1890. — Ward,  Milo  Buel,  M.D.  Professor  of  Gynecology  in  the 
Kansas  Medical  College ;  President  of  the  Eastern  Kansas  Medical 
Society  ;  Chairman  Section  of  Obstetrics  and  Gynecology,  Kansas  State 
Medical  Society.    209  East  Seventh  Street,  Topeka,  Kan. 

Founder. — Wathen,  William  Hutson,  M.D.  Dean  and  Professor 
of  Obstetrics,  Diseases  of  Women,  and  Abdominal  Surgery  in  the 
Kentucky  School  of  Medicine  ;  Consulting  Gynecologist  to  the  Louis- 
ville City  Hospital.  Executive  Council,  1890.  The  Fonda,  West 
Fourth  Street,  Louisville,  Kentucky. 

1889.— Wenning,  William  Henry,  A.M.,  M.D.  Professor  of 
Obstetrics  in  the  Woman's  Medical  College  ;  Gynecologist  to  St.  Mary's 
Hospital.    146  Laurel  Street,  Cincinnati,  Ohio. 

Founder. — Werder,  Xavier  Oswald,  M.D.  Gynecologist  to  the 
Free  Dispensary ;  Consulting  Gynecologist  to  St.  Francis's  Hospital. 
Treasurer,  1888-92.    Ill  Steuben  Street,  W.  E.,  Pittsburg,  Pa. 

1889— *West,  Hamilton  Atchison,  M.D.  1891. 

Founder. — Wright,  Adam  Henry,  B.A.,  M.D.,  Univ.  Toronto, 
M.R.C.S.  (Eng.).  Professor  of  Obstetrics  and  Secretary  of  the 
Faculty,  University  of  Toronto ;  Obstetrician  and  Gynecologist  to  the 
Toronto  General  Hospital  and  Burnside  Lying-in  Hospital.  President, 
1891.    30  Gerrard  Street,  East,  Toronto,  Ont.,  Canada. 

Total,  eighty-three  Ordinary  Fellows. 
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New  York,  Thursday,  Friday,  and  Saturday,  September  17,  18,  and  19,  1891. 


The  following-named  Fellows  were  present: 


ASDALE,  WILLIAM  J.  . 

.  Pittsburg. 

BOYD,  JAMES  P.  . 

.  Albany. 

CARSTENS,  J.  HENRY  . 

.  Detroit. 

CAMERON,  I.  H. 

.  Toronto. 

ELIOT,  LLEWELLYN  . 

.     W  ASHINGTON. 

GRIFFIN,  HERBERT  S. 

.    Hamilton,  Ont. 

HALL,  RUFUS  B.  . 

.  Cincinnati. 

HILL,  HAMPTON  E. 

.    Saco,  Me. 

HOFFMAN,  JOSEPH 

.  Philadelphia. 

HOWITT,  HENRY  . 

.    Guelph,  Ont. 

HUGHES,  DONNEL 

.  Philadelphia. 

ILL,  EDWARD  J.  . 

.  Newark. 

JOHNSTON,  GEORGE  B. 

.  Richmond. 

KELLOGG,  JOHN  H. 

.    Battle  Creek. 

KRUG,  FLORIAN  . 

.    New  York. 

LONGYEAR,  HOWARD  W.  . 

.  Detroit. 

MACDONALD,  WILLIS  G.  . 

.  Albany. 

McMURTRY,  LEWIS  S.  . 

.  Louisville. 

MACHELL,  HENRY  T.  . 

.  Toronto. 

MARCY,  HENRY  0. 

.  Boston. 

MILLER,  AARON  B. 

.  Syracuse. 

MONTGOMERY,  EDWARD  E. 

.  Philadelphia. 

MORRIS,  ROBERT  T. 

.    New  York. 

NEVITT,  R.  BARRINGTON  . 

.  Toronto. 

PEARSON,  W.  L. 

.  Schenectady. 

PECK,  GEORGE  S.  . 

.  Youngstown. 

POTTER,  WILLIAM  W. 

.  Buffalo. 

PRAEGER,  E.  ARNOLD 

.    Nanaimo,  B.  C. 

PRICE,  JOSEPH 

.  Philadelphia. 

PRICE,  MORDECAI 

.  Philadelphia. 

REED,  CHARLES  A.  L.  . 

.  Cincinnati. 

ROHP:,  GEORGE  H. 

.  Catonsville. 
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ROSS,  JAMES  F.  W. 
SEYMOUR,  WILLIAM  W. 
SMITH,  CHARLES  N. 
THOMAS,  GEORGE  G.  . 
TOWNSEND,  FRANKLIN,  Jr. 
VANDER  VEER,  ALBERT 
WARD,  MILO  B. 
WATHEN,  WILLIAM  H. 
WERDER,  XAVIER  O.  . 
WRIGHT,  ADAM  H. 

Total,  forty-two  Fellows. 


.  Toronto. 

.  Tkoy. 

.  Toledo. 

.  Wilmington,  N.  C. 

.  Albany. 

.  Albany. 

.  Topeka. 

.  Louisville. 

.  Pittsburg. 

.  Toronto. 


Letters  or  messages  of  regret  were  received  from  the  following- 
named  Fellows :  Ordinary — David  Barrow,  E.  P.  Bernardy,  Augustus 
P.  Clarke,  William  J.  Conklin,  Clinton  Gushing,  W.  E.  B.  Davis, 
George  C.  Jarvis,  Thomas  Lothrop,  Thomas  E.  McArdle,  Edwin 
Ricketts,  George  R.  Shepherd,  Byron  Stanton,  William  S.  Stewart,  I. 
S.  Stone,  M.  Storrs,  W.  H.  Taylor,  and  William  H.  Wenning.  Honor- 
ary—George  G.  Bantock,  A.  F.  H.  Barbour,  Just.  Lucas-Champion- 
niere,  A.  Charpentier,  A.  Cordes,  Hiram  Corson,  J.  Halliday  Croom,  A. 
W.  Edis,  Fr.  Eklund,  W.  A.  Freund,  Traill  Green,  G.  Leopold,  A. 
Martin,  M.  Sanger,  Thomas  Savage,  B.  S.  Schultze,  J.  Greig  Smith, 
Lawson  Tait,  John  Williams,  and  F.  Winckel. 

First  Day — Thursday,  September  YJtk. 

Morning  Session. — The  meeting  was  called  to  order  at  10.20  o'clock" 
by  the  President,  Dr.  Adam  H.  Wright,  of  Toronto,  in  the  following 
words : 

Fellows  of  the  American  Association  of  Obstetricians  and 
Gynecologists  :  It  becomes  my  duty  to  declare  the  Fourth  Annual 
Meeting  of  this  Association  now  formally  open.  I  have  very  much 
pleasure  in  saying  that  the  prospects  are  excellent  for  a  good  meeting 
of  this  large  and  flourishing  Association.  I  can  say  in  the  same  con- 
nection that  the  prospects  for  our  vigorous  young  Association  are  good 
in  every  respect.  I  shall  have  something  to  say  later  in  my  capacity 
as  President  in  relation  to  our  efforts  and  of  our  prospects.  I  shall, 
therefore,  not  detain  you  by  making  any  extended  remarks  now,  but  I 
may  say  that  it  gives  me  much  pleasure  to  testify  to  the  good  work 
done  by  those  who  have  made  the  arrangements  for  this  meeting.  Our 
thanks  are  especially  due  to  the  Committee  of  Arrangements  in  this 
city.    They  are  small  in  number,  but  large  in  their  capacity  for  work. 
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1  am  sorry  to  say  that  our  distinguished  friend,  Dr.  Roosa,  who  was  to 
have  given  us  a  word  of  welcome,  has  not  yet  returned  from  abroad. 
I  have  much  pleasure,  however,  in  asking  the  Chairman  of  the  Com- 
mittee of  Arrangements,  Dr.  Morris,  to  offer  words  of  welcome  to  our 
Association. 

Dr.  Robert  T.  Morris,  of  New  York  : 

Mr.  President  and  Gentlemen  :  Dr.  Roosa  was  expected  to  give 
the  address  of  welcome,  but  in  his  place  I  will  say  that  as  a  member 
of  this  Academy,  and  as  a  member  of  the  profession  in  New  York,  it 
gives  me  the  greatest  pleasure  to  welcome  you  here  to  this  Academy  of 
Medicine  on  this  occasion.  When,  in  the  commercial  world,  men  come 
from  a  distance  to  our  market,  they  take  something  with  them  and 
they  leave  something  here.  A  body  of  scientific  men  coming  to  New 
York  leaves  with  us  treasures ;  so  that,  mingling  as  we  do  here  with 
men  from  all  parts  of  America,  with  common  interests,  we  of  New  York 
give  to  you  something  of  our  leaven,  and  you  give  us  of  your  leaven, 
so  that  we  have  a  common  leaven  for  the  whole  mass  of  the  profession 
interested  in  our  subjects.  Again,  I  simply  say,  welcome  to  the  New 
York  Academy  of  Medicine  and  to  this  city ! 

The  President  :  I  take  pleasure  in  asking  our  First  Vice-Presi- 
dent, Dr.  Rohe,  to  reply. 

Dr.  George  H.  Rohe,  of  Catonsville : 

Mr.  President  and  Gentlemen  :  In  behalf  of  the  American 
Association  of  Obstetricians  and  Gynecologists,  I  beg  to  thank  Dr. 
Morris  for  his  words  so  appropriately  welcoming  us  to  this  city.  We  feel 
that  in  coming  here  we  do  not  come  as  strangers,  as  the  city  of  New 
York,  the  commercial,  financial,  and  intellectual  centre  of  the  coun- 
try, is  the  point  to  which  all  Americans  expect  to  go  at  least  once 
in  their  lives.  The  name  of  the  city  is  associated  with  names  which 
we  revere,  and  with  which  we  are  as  well  acquainted  as  if  we  lived 
among  you.  The  place  where  Sims  and  Peaslee  laid  the  foundation 
of  modern  gynecology,  and  built  to  a  considerable  extent  the  super- 
structure, and  where  Bedford,  Barker,  and  Taylor  taught  obstetrics,  is 
not  a  strange  place  to  us  who  are  in  the  same  special  line  of  study  and 
practice.  The  countryman  does  not  come  to  town  simply  to  buy,  but 
also  to  sell.  We  have  come  not  merely  to  carry  away  with  us  some  of 
the  things  that  are  to  be  found  lying  around  if  we  look  for  them,  but 
we  hope  that  our  visit  here,  profitable  as  it  will  be  to  us,  will  not  be 
without  interest  to  some  of  the  residents  of  your  city.  We  are  glad 
to  meet  here,  because  we  expect  to  look  into  the  faces  and  grasp  the 
hands  of  men  of  whom  we  have  heard,  and  it  is  good  sometimes  to 
rub  up  against  other  people  and  find,  possibly,  that  men  are  greater 
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than  you  expected  to  find  them,  or  even,  in  some  instances,  that  an 
inch  or  two  may  be  taken  oft"  their  mental  stature.  It  is  well  to 
have  a  clear  understanding  of  our  relations  to  each  other :  for  that 
reason,  among  others,  we  are  here.  We  have  not  come  here  to  see  the 
sights  so  much  as  to  work,  and  we  believe  today  that  the  atmosphere 
of  this  working  city  is  conducive  to  the  labor  we  expect  to  perform. 
As  I  said  in  the  beginning,  I  believe  we  will  carry  away  with  us  many 
benefits,  and  we  hope  that  our  visit  will  not  be  entirely  uninteresting 
and  possibly  even  a  little  instructive  to  the  city  of  New  York.  Again 
we  thank  the  New  York  Academy  of  Medicine  for  tendering  us  the  use 
of  this  magnificent  building  for  our  meeting,  and  Dr.  Morris  for  his 
kindly  words  of  welcome. 

Upon  recommendation  of  the  Executive  Council  the  following-named 
physicians  were  invited,  by  vote  of  the  Association,  to  participate  in 
the  proceedings  as  members  by  invitation  : 

Dr.  A.  Walter  Suiter,  of  Herkimer ;  Dr.  W.  W.  Crandall,  of  Wells- 
ville  ;  Dr.  James  D.  Spencer,  of  Watertown  ;  Dr.  D.  V.  Still,  of  Johns- 
town ;  Dr.  J.  S.  Phillips,  of  Gloversville ;  Dr.  L.  S.  Pilcher  and  Dr. 
Walter  B.  Chase,  of  Brooklyn  ;  Dr.  C.  O.  Baker,  of  Auburn  ;  Medical 
Director  Albert  L.  Gihon,  M.D.,  and  Dr.  James  E.  Gardner,  U.  S. 
Navy  ;  Dr.  E.  W.  dishing,  of  Boston ;  Dr.  M.  Rosenwasser,  of  Cleve- 
land ;  Dr.  McKinnon,  of  Guelph,  Ont. ;  Dr.  Roseburgh,  of  Hamilton, 
Ont. ;  Dr.  J.  E.  Elliott,  of  Toronto ;  Dr.  Ap  Morgan  Vance,  of  Louis- 
ville ;  Dr.  A.  E.  Abrams,  of  Hartford ;  Dr.  Henry  C.  Coe,  Dr.  Daniel 
Lewis,  Dr.  Seneca  D.  Powell,  Dr.  Willy  Myer,  Dr.  Horace  T.  Hanks, 
Dr.  E.  H.  Grandin,  Dr.  Paul  F.  Munde\  Dr.  Brooks  H.  Wells,  Dr.  M. 
C.  O'Brien,  Dr.  Bertha  S.  Hatfield,  Dr.  Martha  C.  Holmes,  Dr.  A.  E. 
Gallant,  Dr.  Charles  Van  Wert,  Dr.  George  M.  Edebohls,  and  Dr.  V. 
P.  Gibney,  of  New  York;  Dr.  W.  B.  Craig,  of  Denver,  Col.;  Dr. 
George  Jackson  Fisher,  of  Sing  Sing ;  Dr.  Eliza  J.  C.  Minard,  of 
Brooklyn ;  and  the  President  and  members  of  the  New  York  Obste- 
trical Society. 

On  motion  of  the  Secretary  the  following-named  gentlemen  were 
accorded  the  privileges  of  the  platform  during  the  meeting:  Dr.  A. 
Walter  Suiter,  President  of  the  Medical  Society  of  the  State  of  New 
York ;  Dr.  W.  W.  Crandall,  Vice-President  of  the  Medical  Society  of 
the  State  of  New  York ;  Dr.  Alfred  L.  Loomis,  President  of  the  New 
York  Academy  of  Medicine ;  Dr.  O.  B.  Douglass,  President  of  the 
Medical  Society  of  the  County  of  New  York ;  and  Dr.  J.  E.  Janvrin, 
President  of  the  New  York  Obstetrical  Society. 
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Papers  were  then  read  as  follows : 

1.  "  Removal  of  the  Kidney  for  Disease ;  with  Cases,"  by  William 
J.  Asdale,  M.D.,  of  Pittsburg. 

2.  "  Another  Method  of  Palpation  of  the  Kidney,"  by  Robert  T. 
Morris,  M.D.,  of  New  York. 

These  two  papers  were  discussed  together  by  Dr.  Vander  Veer,  Dr. 
Montgomery,  Dr.  Ross,  Dr.  Kellogg,  Dr.  Carstens,  Dr.  Machell,  and  in 
closing  by  Drs.  Asdale  and  Morris. 

3.  "  Intra-uteriue  Irrigation  after  Labor :  A  Clinical  Note,"  by 
Lewis  S.  McMurtry,  M.D.,  of  Louisville. 

Discussed  by  Dr.  Potter,  Dr.  Montgomery,  Dr.  Rohe,  Dr.  Kellogg, 
Dr.  Carstens,  Dr.  E.  W.  Cushing  (by  invitation),  Dr.  Wright,  Dr. 
Ross,  and  in  closing  by  Dr.  McMurtry. 

Recess  until  3  o'clock. 

Afternoon  Session,  3  o'clock. 
The  President  in  the  Chair. 

4.  "  Is  a  Child  Viable  at  Six  and  a  Half  Months  ?  "  by  Llewellyn 
Eliot,  M.D.,  of  Washington. 

Discussed  by  Dr.  Marcy,  Dr.  Carstens,  and  in  closing  by  Dr.  Eliot. 

5.  "  The  Application  of  Sacral  Resection  to  Gynecological  Work," 
by  Edward  E.  Montgomery,  M.D.,  of  Philadelphia. 

Discussed  by  Dr.  Reed,  Dr.  Marcy,  Dr.  Horace  T.  Hanks  (by  invi- 
tation), Dr.  Wathen,  Dr.  Vander  Veer,  Dr.  Ap  M.  Vance,  of  Louis- 
ville (by  invitation),  and  in  closing  by  Dr.  Montgomery. 

6.  "  How  Shall  We  Proceed  When  Abdominal  Tumors  are  Compli- 
cated by  Pregnancy  ? "  by  James  F.  W.  Ross,  M.D.,  of  Toronto. 

Discussed  by  Dr.  Horace  T.  Hanks  (by  invitation),  Dr.  Vander 
Veer,  Dr.  McMurtry,  Dr.  M.  C.  O'Brien  (by  invitation),  Dr.  Cam- 
eron, Dr.  E.  W.  Cushing  (by  invitation),  Dr.  Potter,  Dr.  Carstens,  and 
in  closing  by  Dr.  Ross. 

Adjourned  until  Friday  morning. 

Second  Day — Friday,  September  18th. 

Morning  Session,  10  o'clock. — Vice-President  Rohe  in  the  Chair. 

7.  "  Removal  of  the  Uterine  Appendages,  with  Results,"  by  Milo 
B.  Ward,  M.D.,  of  Topeka. 

Discussed  by  Dr.  Marcy,  Dr.  J.  Price,  Dr.  E.  W.  Cushing  (by  invi- 
tation), Dr.  M.  Price,  Dr.  Reed,  and  in  closing  by  Dr.  Ward. 

8.  "  A  Consideration  of  Emmet's  Last  Operation  for  So-called  Lace- 
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ration  of  the  Perineum,  or  Prolapsus  of  the  Posterior  Wall  of  the 
\agma,  or  Loss  of  the  Fascial  Support,  or  Muscular  Relaxation  from 
lears, '  by  Joseph  Price,  M.D.,  of  Philadelphia. 

Discussed  by  Dr.  McMurtry,  Dr.  Wathen,  Dr.  Ross,  Dr.  M.  Price 
Dr.  Horace  T.  Hanks  (by  invitation),  and  in  closing  by  Dr.  Price. 

9.  "  The  Prevention  of  Secondary  Peritoneal  Adhesions  by  an  Aris- 
tol  Film,"  by  Robert  T.  Morris,  M.D.,  of  New  York. 

10.  "  The  President's  Annual  Address,"  by  Adam  H.  Wright,  M.D. 
of  Toronto. 

Dr.  Joseph  Price  moved  a  vote  of  thanks  to  the  President  for  his 
able,  fearless,  and  interesting  address.  Carried. 
Recess  until  3  o'clock. 

Afternoon  Session,  3  o'clock. 
The  President  in  the  Chair. 

11.  "A  Case  of  Cholecystotomy  and  Cholelithotrity ;  Death  from 
La  Grippe  on  the  Twenty-first  Day,"  by  William  Wotkvns  Seymour 
M.D.,ofTroy.  J 

12.  "Report  of  Cases  of  Cholecystotomy  with  Special  Reference  to 
the  Treatment  of  Calculus  Lodging  in  the  Common  Duct"  bv  A 
Vander  Veer,  M.D.,  of  Albany. 

Papers  11  and  12  were  discussed  together  by  Dr.  Morris,  Dr.  L  S 
Pilcher  (by  invitation),  Dr.  Marcy,  Dr.  Kellogg,  Dr.  Ward,  and  in 
closing  by  Drs.  Seymour  and  Vander  Veer. 

13.  "  Asepsis  in  Abdominal  and  Pelvic  Surgery,"  by  W.  H.  Wathen, 
M.D.,  of  Louisville. 

14.  "  Femoral  and  Ventral  Hernia  in  the  Female,"  by  Henrv  O 
Marcy,  M.D.,  of  Boston.  J  ' 

Papers  13  and  14  were  discussed  together  by  Dr.  Carstens  Dr 
Marcy,  Dr.  Asdale,  Dr.  Hall,  Dr.  Montgomery,  and  Dr.  KelW 
when,  owing  to  the  lateness  of  the  hour,  the  further  discussion  was 
postponed  until  Saturday. 

Adjourned  at  6.15  p.m. 

Third  Day— Saturday,  September  19th. 

Morning  Session,  10  o'clock.—  Vice-President  Hall  in  the  Chair. 

The  discussion  of  the  papers  of  Drs.  Wathen  and  Marcy  was  con- 
tinued by  Dr.  Potter,  Dr.  Hall,  Dr.  Carstens,  Dr.  Morris,  Dr.  Ross 
Dr.  Rosenwasser  (by  invitation),  Dr.  Ward,  and  in  closing  bv  Dr' 
Marcy.  6  J 
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15.  "Some  Moot  Points  in  Ectopic  Gestation,"  by  X.  O.  Werder, 
M.D.,  of  Pittsburg. 

16.  "  Suppurating  Cyst  Developed  from  Adherent  Ovaries  after 
Repeated  Attacks  of  Inflammation ;  Secondary  Operation  for  the 
Removal  of  Intra-ligamentous  Cysts,"  by  Rufus  B.  Hall,  M.D.,  of 
Cincinnati. 

Discussed  by  Dr.  Rosenwasser  (by  invitation),  Dr.  Marcy,  Dr.  Ross, 
and  Dr.  Seymour,  and  in  closing  by  Dr.  Hall. 

17.  "Trendelenburg's  Posture  in  Gynecology,  with  Demonstrations," 
by  Florian  Krug,  M.D.,  of  New  York. 

Discussed  by  Dr.  Willy  Myer  (by  invitation),  Dr.  Morris,  Dr. 
Marcy,  Dr.  Carstens,  and  in  closing  by  Dr.  Krug. 
Recess  until  3  p.m. 

Afternoon  Session,  3  o'clock. 
Dr.  McMurtry  in  the  Chair. 

18.  "  Observations  on  the  Surgical  Management  of  Pelvic  Abscess," 
by  Charles  A.  L.  Reed,  M.D.,  of  Cincinnati. 

Discussed  by  Dr.  Rosenwasser  (by  invitation),  Dr.  Carstens,  Dr. 
Munde  (by  invitation),  Dr.  McMurtry,  Dr.  Joseph  Price,  Dr.  Hoffman, 
Dr.  Hall,  Dr.  E.  H.  Grandin  (by  invitation),  and  in  closing  by  Dr. 
Reed. 

19.  "A  Plea  for  Early  Hysterectomy  and  Puerperal  Hysterectomy," 
by  Joseph  Price,  M.D.,  of  Philadelphia. 

Discussed  by  Dr.  George  Jackson  Fisher  (by  invitation),  Dr.  E.  W. 
Cushing  (by  invitation),  Dr.  Hoffman,  and  in  closing  by  Dr.  Price. 

The  papers  read  by  title  and  ordered  published  in  the  Transactions 
were  as  follows:  1.  "  Post-partum  Hemorrhage;  Its  Etiology  and 
Treatment,"  by  Augustus  P.  Clarke,  M.D.,  Cambridge.  2.  "  Some  of 
the  Dangers  Incident  to  Delay  in  Operating  for  Uterine  Myomata," 
by  Isaac  S.  Stone,  M.D.,  Washington.  3.  "  Treatment  of  Minor  Lace- 
rations of  the  Perineum,"  by  George  R.  Shepherd,  M.D.,  Hartford. 
4.  "  Manual  Rectification  of  Certain  Malpositions  of  the  Head  in 
Labor,"  by  William  H.  Wenning,  M.D.,  Cincinnati.  5.  "  Shall  We 
Use  the  Uterine  Sound  to  Correct  Backward  Displacements  of  the 
Uterus  ?  "  by  Clinton  Cushing,  M.D.,  San  Francisco.  6.  "  Report  of 
Two  Cases  of  Laparatomy,"  by  Edward  M.  Pond,  Rutland.  7.  "  Pro- 
phylactic Gynecology,"  by  Fr.  Eklund,  M.D.,  Stockholm,  Sweden. 

Dr.  Ross  offered  the  following  : 

Resolved,  That  the  thanks  of  the  Association  be  and  are  hereby  ten- 
dered to  Drs.  Morris  and  Krug,  resident  Fellows,  for  their  untiring 
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labors  in  preparing  for  the  meeting,  and  in  attending  to  the  comfort 
and  welfare  of  the  members  and  guests  of  the  Association  during  the 
several  sessions;  and  particularly  for  their  valuable  services  in  arrang- 
ing the  details  of  the  delightful  dinner  given  on  the  evening  of  the 
18th  inst.,  which  could  not  have  been  served  or  enjoyed  ex°cept  for 
their  efficient  cooperation  and  kind  offices. 

Unanimously  carried. 

Dr.  Hoffman  offered  the  following : 

Resolved,  That  the  thanks  of  the  American  Association  of  Obstetri- 
cians and  Gynecologists  be  and  are  hereby  tendered  to  the  New  York 
Academy  of  Medicine  for  placing  at  the  service  of  the  Association  the 
free  and  unrestricted  use  of  its  new  and  magnificent  building  during 
the  three  days  of  the  Annual  Meeting  just  concluded ;  and  that  in 
this  kindly  act  we  recognize  a  generous  hospitality  which  has  not  been 
excelled  by  any  medical  organization  in  this  countrv. 

Unanimously  carrier!. 

Dr.  McMurtry  moved  that  a  vote  of  thanks  be  tendered  to  the 
President,  Dr.  Adam  H.  Wright,  for  the  able,  impartial,  and  delightful 
manner  in  which  he  had  discharged  his  duties  as  presiding  officer  dur- 
ing the  meeting,  and  for  his  bold,  frank  presentation  of  our  negotiations 
with  the  Congress  of  the  American  Physicians  and  Surgeons  in  his 
Annual  Address. 

Unanimously  carried  by  rising  vote. 

The  following-named  newly  elected  officers  were  then  installed  : 
President,  Albert  Vander  Veer,  M.D.,  of  Albany,  N.  Y.  Vice- 
Presidents:  Hampton  Eugene  Hill,  M.D.,  of  Saco,  Me.,  and  Robert 
Tuttle  Morris,  M.D.,  of  New  York.  Secretary,  William  Warren  Potter 
M.D.,  of  Buffalo,  N.  Y.  Treasurer,  Xavier  Oswald  Werder,  M.D.,  of" 
Pittsburg,  Pa.  Executive  Council,  Charles  Alfred  Lee  Reed,  M.D.,  of 
Cincinnati,  O. ;  Lewis  Samuel  McMurtry,  M.D.,  of  Louisville,  Ky. ; 
George  Henry  Rohe,  M.D.,  of  Catonsville,  Md. ;  James  Frederick 
William  Ross,  M.D.,  of  Toronto,  Canada,  and  William  Wotkvns 
Seymour,  M.D.,  of  Troy,  N.  Y. 

The  President  then  closed  the  Fourth  Annual  Meeting  in  the  fol- 
lowing words  : 

Fellows  :  The  time  has  now  arrived  when  brevity  is  golden ;  but 
if  you  will  allow  me,  I  would  like  to  congratulate  the  Association  upon 
the  success  of  this  excellent  meeting.  That  success,  of  course,  is  due 
to  various  reasons.  In  the  first  place,  it  has  been  one  of  those  meet- 
ings that  appeared  to  run  itself.  Whenever  you  see  a  meeting  of  that 
sort  you  may  be  satisfied  always  that  there  is  a  great  executive  head 
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somewhere  behind  it.  We  happen  to  have  that  great  executive  head 
in  our  Secretary.  Happy  is  the  president  who  has  such  a  secretary  to 
do  all  the  work,  while  the  president  gets  a  certain  share  of  the  honor. 

I  am  very  happy  to  say  that  our  prospects  are  exceedingly  bright. 
Among  the  clouds  that  have  hovered  over  us  some  have  disappeared, 
and  others,  when  they  came  within  our  reach,  were  so  insignificant  that 
Ave  have  almost  forgotten  them. 

I  want  to  return  thanks  for  myself  and  my  country  for,  and  at  the 
same  time  to  express  my  appreciation  of,  your  choice  for  President. 
I  look  upon  Dr.  Vaiider  Veer  as  one  of  the  best  specimens  of  a  manly, 
honest  man,  that  this  or  any  other  country  can  produce.  I  am  very 
glad,  indeed,  that  he  has  been  elected  President,  and  I  am  happy  to 
leave  the  Association  in  such  good  hands.  I  regret  exceedingly  that  he 
has  been  summoned  home,  hence  is  not  here  to  assume  the  gavel  and 
close  this  meeting  in  the  usual  form  ;  but,  as  a  final  word  in  bringing 
this  interesting  Annual  Meeting  to  an  end,  I  will  simply  borrow  the 
words  so  often  used  before :  "  Happy  to  meet,  sorry  to  part,  happy  to 
meet  again." 

The  next  Annual  Meeting  was  ordered  to  be  held  in  St.  Louis,  Mo., 
and  the  Executive  Council  was  directed  to  appoint  the  date  on  which 
it  shall  be  held.  At  a  subsequent  meeting  of  the  Executive  Council, 
it  was  unanimously  voted  to  hold  the  Fifth  Annual  Meeting  in  St. 
Louis,  on  the  third  Tuesday  in  September,  1892. 

Adjourned  sine  die. 

Executive  Sessions. 
Thursday,  September  17,  1891. 

The  President,  Dr.  Adam  H.  Wright,  in  the  Chair. 

The  Treasurer  presented  his  report,  showing  a  balance  of  $107.01 
in  his  hands.  The  Secretary  reported  the  accounts  and  vouchers  per- 
taining to  the  contingent  expenses  for  the  fiscal  year. 

On  motion,  the  Chair  appointed  Drs.  Hill  and  Ross  a  committee  to 
audit  the  accounts  of  the  Secretary  and  the  Treasurer. 

The  Auditing  Committee  subsequently  reported  that  the  accounts 
and  vouchers  of  the  Secretary  and  Treasurer  had  been  examined  and 
found  correct. 

On  motion,  the  Secretary  was  authorized  to  contract  with  Mr. 
William  J.  Dornan,  of  Philadelphia,  for  the  publication  of  the  Trans- 
actions for  the  year  1891,  and  to  draw  upon  the  Treasurer  for  the 
necessary  funds  to  pay  for  the  same. 
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The  Secretary  presented  the  following  communication  : 

1811  Spruce  Street, 
„      TIT  „  Philadelphia,  Pa.,  July  31,  1891. 

-Dr.  William  Warren  Potter, 

Secretary,  American  Association  of  Obstetricians  and  Gynecologists. 
Dear  Doctor  :  It  is  my  duty  to  inform  you  that  a  large  number 
of  the  participating  societies  in  the  Congress  of  American  Physicians 
and  Surgeons  has  voted  against  the  admission  of  the  American  Asso- 
ciation of  Obstetricians  and  Gynecologists.  The  rules  of  the  Con- 
gress provide  that  a  single  negative  vote  is  sufficient  to  exclude  any 
applicant.  Yours  respectfully, 

William  Pepper, 

Chairman  of  Executive  Committee. 

The  communication  was  ordered  received  and  placed  on  file. 

The  Secretary,  in  behalf  of  the  Executive  Council,  presented  a  list 
containing  the  names  of  nominees  for  Honorary,  Corresponding,  and 
Ordinary  Fellows.  The  Association  then  elected  by  ballot  the  follow- 
ing-named candidates  : 

Honorary  Fellows— Dr.  George  Jackson  Fisher,  Sing  Sing,  N.  Y. ; 
Dr.  Gratz  Ashe  Moses,  St.  Louis  (transferred  from  Ordinary  Fellow)  ; 
Dr.  Juan  M.  Rodriguez,  City  of  Mexico;  Dr.  Juan  Santos  Fernandez, 
Havana,  and  Dr.  E.  Pietranera,  Cordova,  Argentine  Republic. 

Corresponding  Fellows— Dr.  Henry  S.  Griffin,  Hamilton,  Ont., 
Canada,  and  Dr.  Henry  T.  Machell,  Toronto,  Ont.,  Canada. 

Ordinary  Fellows— Dr.  I.  H.  Cameron,  Toronto,  Ont.,  Canada ;  Dr. 
Henry  Gibbons,  Jr.,  San  Francisco,  Cal. ;  Dr.  Frances  L.  Haynes,  Los 
Angeles,  Cal. ;  Dr.  John  R.  Haynes,  Los  Angeles,  Cal. ;  Dr.  J.  B.  S. 
Holmes,  Rome,  Ga.;  Dr.  Henry  Howitt,  Guelph,  Ont.,  Canada;  Dr. 
George  Ben.  Johnston,  Richmond,  Va. ;  Dr.  Willis  G.  Macdonald, 
Albany, N.  Y. ;  Dr.  James  McCann,  Pittsburg,  Pa.;  Dr.  R.  Barrington 
Nevitt,  Toronto,  Ont.,  Canada ;  Dr.  George  S.  Peck,  Youngstown,  O. ; 
Dr.  Edmund  M.  Pond,  Rutland,  Vt. ;  Dr.  William  Porter,  Jr.,  Hart- 
ford, Conn. ;  Dr.  E.  Arnold  Praeger,  Nanaimo,  B.  C. ;  Dr.  Charles  N. 
Smith,  Toledo,  O. ;  Dr.  Edwin  Walker,  Evansville,  Ind. 

The  Executive  Session  was  then  adjourned  until  Friday  evening  at 
half-past  seven  o'clock. 

Friday,  September  18,  1891. 

The  Executive  Session  was  called  to  order  at  7.30  o'clock  by  Vice- 
President  Rohe. 

On  motion,  authors  of  papers  were  granted  permission  to  publish 
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their  communications  in  any  reputable  medical  journal,  upon  notifying 
the  Secretary  of  such  proposed  publication,  and  naming  the  title  of  the 
periodical  in  which  the  paper  is  expected  to  appear. 

The  Secretary  then  presented  the  following  communication  : 

Mississippi  Valley  Medical  Association. 
Office,  Chairman  Committee  of  Arrangements, 
St.  Louis,  September  8,  1891. 

To  the  American  Association  of  Obstetricians  and  Gynecologists, 
17  W.  Forty-third  St.,  Neiv  York,  N.  Y. 
Gentlemen  :  The  Seventeenth  Annual  Session  of  the  Mississippi 
Valley  Medical  Association  will  be  held  in  St.  Louis,  October  14th, 
15th,  and  16th. 

The  local  profession  of  St.  Louis  is  thoroughly  organized  to  the  end 
that  a  royal  reception  be  given  this  Association.  On  behalf  of  the 
President  of  the  Association  and  as  Chairman  of  the  Committee  of 
Arrangements,  it  affords  me  great  pleasure  to  invite  the  Fellows  of 
your  Society,  individually  and  collectively,  to  attend  this  meeting  in  St. 
Louis.  This  is  the  closing  week  of  the  carnival  season  of  St.  Louis, 
and  the  most  delightful  part  of  the  year  in  which  to  visit  our  city. 
Aside  from  the  programme  of  scientific  papers  which  has  been  pre- 
pared, and  which  you  are  most  cordially  invited  to  discuss,  entertain- 
ments will  be  furnished  each  evening  which  we  trust  will  be  enjoyable. 

Yourselves,  families,  and  friends  are  urgently  invited  to  come  with 
us  and  we  will  do  our  best  to  do  you  good. 

Very  respectfully  yours, 

I.  N.  Love, 

Chairman,  Committee  of  Arrangements. 

On  motion  of  Dr.  Montgomery  the  letter  was  ordered  placed  on  file, 
and  the  thanks  of  the  Association  tendered  for  the  courteous  invitation. 

Dr.  Montgomery  offered  the  following  amendment  to  the  Constitution : 

Ordered,  that  the  second  paragraph  of  Article  III.  be  stricken  out. 

The  paragraph  reads  as  follows :  "  The  Ordinary  Fellows  shall  not 
exceed  one  hundred  in  number." 

Laid  over  for  one  year,  under  the  rules. 

The  following-named  Fellows  were  elected  by  ballot  as  officers  for 
the  ensuing  year : 

President,  Albert  Vander  Veer,  M.D.,  of  Albany,  N.  Y.  Vice- 
Presidents  :  Hampton  Eugene  Hill,  M.D.,  of  Saco,  Me.,  and  Robert 
Tuttle  Morris,  M.D.,  of  New  York.  Secretary,  William  Warren 
Potter,  M.D.,  of  Buffalo,  N.  Y.    Treasurer,  Xavier  Oswald  Werder, 
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J?'  °ff  ^ttsburg>  Pa-    Executive  Council,  Charles  Alfred  Lee  Reed 

;  lie'  Kv    rmna\  ^  LriS  SamUel  M«M«**  M.D.,  of  Louis: 
V  a     !'\?,  n'ge  Henry  R°H  MD-  of  Catonsville,  MA;  Jam* 
Frederick  William  Ross,  M.D.,  of  Toronto,  Canada  and  W  llUm 
W  otkyns  Seymour,  M.D.,  of  Troy,  N.  Y. 
The  Executive  Session  was  then  adjourned. 


WILLIAM  WARREN  POTTER, 

Secretary. 
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THE  PRESIDENT'S  ANNUAL  ADDRESS. 


By  ADAM  H.  WRIGHT,  M.D., 

TORONTO. 


When  we  separated  after  our  pleasant  and  profitable  meeting  in 
Philadelphia  last  September,  it  was  expected  that  we  would  meet 
this  year  in  Washington  as  members  of  the  Congress  of  American 
Physicians  and  Surgeons.  The  Congress,  however,  has  refused  to 
admit  us,  and  therefore  we  are  not  going  to  Washington. 

I  desire,  with  the  permission  of  our  Executive  Council,  to  place 
on  record  a  plain  statement  of  facts  respecting  the  negotiations 
which  have  been  carried  on  between  that  body  and  our  Associa- 
tion. In  the  year  1886,  after  careful  consideration  on  the  part  of 
certain  representative  physicians  and  surgeons  of  the  United  States, 
it  was  decided  to  form  such  a  Congress.  Preliminary  invitations 
were  sent  to  the  various  special  societies,  asking  for  their  assistance 
and  cooperation  in  the  new  undertaking.  All  the  societies  then  in 
existence,  except  one,  returned  favorable  replies.  The  American 
Gynecological  Society  alone  refused  to  cooperate.  In  the  report 
of  the  meeting  of  this  Society  for  1887,  which  appeared  in  the 
New  York  Medical  Record,  we  find  the  following  words :  "  The 
proposition  to  become  a  part  of  the  American  Congress  of 
Physicians  and  Surgeons  was  not  adopted."  The  promoters  of 
the  proposed  confederation  were  naturally  disappointed  and  con- 
siderably discouraged  by  the  action  of  this  strong  and  able 
Society.  They  desired  a  representation  of  the  important  subjects 
of  obstetrics  and  gynecology.  After  a  conference,  some  strong 
friends  of  the  Congress  decided  to  organize  a  new  society  of 
obstetricians  and  gynecologists.  A  preliminary  meeting  of  a 
number  of  prominent  obstetricians  and  gynecologists  was  held  in 
Buffalo,  April  19,  1888,  with  that  object  in  view,  and  the  result 
was  that  the  American  Association  of  Obstetricians  and  Gyne- 
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cologists  was  organized,  not  in  opposition  to  any  other  society  in 
any  sense,  but  largely  in  the  interest  of  the  new  Congress.  For 
some  months  these  promoters  of  our  Association  did  some  pro- 
digious work  in  their  efforts  to  perfect  the  organization.  I  have 
been  advised  to  mention  no  names  in  this  connection,  and  I  rather 
regret  that  I  have  acted  on  such  advice,  because  I  feel  that  I  am 
scarcely  doing  justice  to  men  who  worked  quietly  but  persistently 
for  many  weary  months  to  make  the  Association  a  credit  alike  to 
the  continent  of  America  and  the  Congress  which  it  expected  to 
enter. 

In  due  time  our  organization  was  fairly  completed.  Those  who 
had  worked  so  faithfully  and  so  unselfishly  began  to  feel  that  their 
efforts  had  been  crowned  with  success.  A  formal  application  for 
admission  was  sent  to  the  Congress.  Iu  the  meantime,  however, 
a  change  had  come  over  the  Society  which  had  formerly  opposed 
the  proposed  Congress.  Whether  this  marvelous  change  was 
brought  about  by  our  organization,  I  know  not ;  but  it  was  a 
singular  coincidence  that  the  applications  from  the  old  Gyneco- 
logical Society  and  the  new  Association  of  Obstetricians  and 
Gynecologists  for  admission  to  the  Congress  were  practically  made 
at  one  and  the  same  time.  After  some  deliberation  by  the  execu- 
tive authorities  of  the  Congress,  it  was  decided  that  the  Society 
which  had  shown  pronounced  hostility  to  the  Congress  up  to  the 
date  of  its  sudden  conversion  and  application  for  admission  should 
be  received,  and  that  the  new  organization,  which  had  been  formed 
to  assist  the  confederation  iu  a  serious  emergency,  should  be  put  on 
trial  for  a  couple  of  years.  In  accordance  with  this  remarkable 
decision  the  following  resolution  was  passed : 

"  Resolved,  that  it  is  the  sense  of  this  Executive  Committee 
that  they  will  not  consider  the  application  of  any  society  which 
has  not  held  at  least  two  annual  meetings." 

This  decision  was  received  with  a  certain  amount  of  surprise, 
but  with  becoming  meekness  and  humility;  and  we  entered  into 
our  period  of  probation  with  some  feelings  of  disappointment,  but 
with  strong  hopes  that  our  work  would  be  judged  on  its  merits, 
and  duly  recognized  at  the  proper  time.  At  the  end  of  our  second 
year  we  felt  extremely  gratified  at  the  work  which  had  been  ac- 
complished by  our  members.  We  felt  certain  that  our  two  pub- 
lished volumes  of  Transactions  would  quite  fulfil  the  requirements 
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which  had  been  exacted  from  us.  These  volumes  were  duly  filed, 
substantially  constituting  our  second  application,  to  which  we 
received  no  reply  for  many  months. 

Shortly  after  our  meeting  in  Philadelphia  we  received  a  com- 
munication asking  for  twelve  copies  of  each  volume  of  our  Trans- 
actions. Tliis  was  a  third  surprise  and  disappointment  to  us,  but 
we  presumed  that  the  request  was  made  in  good  faith,  and  we 
acted  accordingly.  Our  third  meeting  was  so  successful  from  every 
point  of  view  that  we  thought  a  perusal  of  the  Transactions  would 
strengthen  any  favorable  impressions  which  had  been  created  by 
the  former  two.  It  was  to  a  certain  extent  embarrassing  to  us, 
because  we  were  unable  to  announce  definitely  the  time  and  place 
of  our  next  meeting.  Our  third  volume  was  completed  as  soon  as 
possible,  and  the  thirty-six  books  forwarded  to  the  Executive  Com- 
mittee of  the  Congress.  When  all  the  evidence  as  to  our  position 
was  received,  the  committee  did  not  arrive  at  a  conclusion  suddenly 
or  rashly  ;  they  took  ample  time  for  deliberation,  and  while  they 
were  deliberating  we  were  waiting.  Month  after  month  dragged 
along,  and  still  the  decision  came  not.  The  patience  of  our  Council 
during  these  months  reached  a  sublimity  which  appeared  to  me 
almost  ridiculous.  At  last  a  meeting  of  the  Executive  Committee 
of  the  Congress  of  American  Physicians  and  Surgeons  was  held  in 
Philadelphia,  April  26,  1891,  and  shortly  we  received  an  unofficial 
intimation  that  we  would  not  be  admitted  to  the  Congress. 

I  have  endeavored  to  give  you  a  plain  statement  of  what  appears 
to  me  one  of  the  most  extraordinary  transactions  known  to  medical 
history.  The  question  naturally  arises,  Why  were  we  accorded 
such  treatment  ?  I  am  unable  to  answer.  A  rumor  has  reached 
me  to  the  effect  that  the  chief  argument  used  against  us  was  that 
our  Association  really  represented  nothing  more  than  a  duplication 
of  the  work  of  other  sections,  and  for  that  reason  should  not  be 
admitted.  I  have  nothing  to  do  with  such  an  argument,  and  care 
not  whether  it  be  considered  good,  bad  or  indifferent.  I  will  re- 
move the  necessity  of  using  it  by  saying  that  we  concede  that  the 
Congress  had  a  perfect  right  to  refuse  to  admit  us  if  its  members 
thought  fit.  We  insist,  however,  that  it  had  no  right  to  subject  us 
to  humiliation  such  as  this;  it  had  no  right  to  place  us  on  proba- 
tion for  an  extended  period,  and  then  absolutely  ignore  the  essence 
of  the  implied  contract.    The  resolution  of  the  Congress  required 
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certaiu  things  from  us.  We  have  fulfilled  those  requirements  in 
every  particular.  We  actually  came  into  existeuce  in  the  interests 
of  the  Congress;  we  have  supported  it  loyally  in  every  particular; 
we  have  shown  no  particle  of  antagonism  to  any  of  its  sections ; 
we  have  as  a  matter  of  fact  patiently  submitted  to  much  inconve- 
nience through  the  delay  in  sending  its  singular  ultimatum.  Is  it 
possible  that  the  majority  of  the  members  of  that  great  organiza- 
tion will  feel  proud  of  the  actions  of  their  executive?  I  have 
considered  the  matter  in  all  its  aspects,  and  I  cannot  conceive  how 
the  members  of  the  Congress  can  reasonably  defend  the  methods  of 
their  committee. 

Well,  gentlemen,  what  are  we  now  to  do  ?  It  gives  me  un- 
bounded pleasure  to  assure  you  that  our  Executive  Council  holds 
no  divided  opinions.  The  necessities  of  the  case  compel  us  to  bid 
the  Congress  a  sad  farewell,  but  in  doing  so  we  indulge  in  the  hope 
that  Ave  may  be  permitted  to  continue  our  existence,  which  we  have 
found  exceedingly  pleasant  as  well  as  extremely  profitable.  Our 
Association  is  alive  to-day,  it  is  going  to  live,  it  is  going  to  thrive, 
it  is  going  to  do  a  great  work  on  this  vast  continent.  I  say  this 
in  no  boasting  spirit.  I  desire  to  assume  no  air  of  bravado.  I  feel 
fully  impressed  with  the  responsibility  I  assume  when  I  say  that  we 
have  a  graud  future  before  us.  I,  who  have  done  so  little  for  you, 
can  express  myself  with  greater  freedom  than  could  others  who 
have  borne  so  nobly  the  burden  of  organizing  this  magnificent 
Society.  I  have  witnessed  the  efforts  of  our  founders  with  pro- 
found admiration ;  I  have  watched  their  zeal,  their  devotion,  their 
untiring  energy  with  a  feeling  of  wonder;  I  have  viewed  their 
boundless  enthusiasm,  their  wondrous  capacities  for  work,  and 
their  unselfish  devotion  to  each  other  and  our  common  cause,  with 
perfect  delight.  In  addition,  it  gives  me  great  pleasure  to  refer  to 
the  dignified  bearing  of  our  councilors  under  somewhat  trying  cir- 
cumstances. In  our  negotiations  with  the  Congress,  I  know  of  no 
act  on  our  part  that  will  ever  bring  the  blush  of  shame  to  any  of 
our  members.  While  referring  to  the  actions  of  our  office-bearers, 
I  cannot  refrain  from  also  referring  to  the  loyal  support  they 
have  ever  received  from  the  ordinary  Fellows  of  our  Association. 
It  appears  to  me  that  our  prospects  were  never  brighter  than  they 
are  to-day.  The  main  object  of  our  Association,  "  the  cultivation 
and  promotion  of  knowledge  in  whatever  relates  to  abdominal  sur- 
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gery,  obstetrics  and  gynecology,"  is  ever  kept  in  view  by  one  and 
all ;  and  the  results  in  three  short  years,  the  evidence  of  which 
may  be  found  in  the  three  volumes  of  our  Transactions,  are  such  as 
will  inspire  us  with  confidence  and  fill  us  with  hope  in  the  future. 

Let  it  be  our  duty,  as  well  as  our  pleasure,  to  worthily  continue 
the  work  which  has  been  so  auspiciously  begun.  Let  envy,  hatred 
and  all  uncharitableness  toward  other  societies  be  ever  kept  far 
from  us.  Let  us  forget  the  indignities  which  have  been  heaped 
upon  us.  Let  our  memories  of  the  past  pertaining  to  our  own 
work  ever  remain  as  pleasant  as  they  are  to-day. 

It  gives  me  pleasure  and  satisfaction  to  call  attention  to  the  fact 
that,  geographically  speaking,  this  Association  is  American  in  the 
broadest  sense  of  the  word.  As  our  President  of  last  year  expressed 
it,  "  the  Association  is  not  limited  to  the  United  States,  but  only 
by  the  boundaries  of  the  Western  Coutiuent."  I  know  of  no  other 
medical  society  in  existence  that  is  essentially  continental  in  char- 
acter, and  I  am  glad  to  be  able  to  assure  you  that  this  feature  of  the 
organization  is  highly  appreciated  by  my  countrymen  in  the  goodly  - 
sized  Dominion  north  of  this  flourishing  Republic.  It  happens  by 
an  unfortuuate  coincidence  that  the  meeting  of  the  Canadian  Medical 
Association  is  being  held  in  Montreal  concurrently  with  this.  As 
we  desired  to  treat  that  Society  with  no  discourtesy,  we  have  had 
but  little  to  say  about  this  meeting  in  Canada.  I  am  much  gratified, 
however,  that  Dr.  Ross  and  myself  have  been  able  to  propose  the 
names  of  some  Canadians,  and  I  am  pleased  that  you  have  been 
good  enough  to  accept  them  to  membership  without  putting  them 
on  probation  for  two  or  three  years. 

I  would  like  to  make  a  few  remarks  on  the  subject  of  medical 
societies  with  a  view  to  our  position  at  the  present  juncture;  and 
I  do  so  with  considerable  diffidence,  because  my  opinions  may  be 
distasteful  to  some  of  our  Fellows,  and  to  some  warm  friends  out- 
side. My  remarks,  however,  will  simply  represent  my  own  indi- 
vidual views,  and  you  may  take  them  for  what  they  are  worth. 

We  are  now  perfectly  free  aud  untrammeled  in  every  respect,  and 
it  may  be  well  to  consider  what  position  we  should  assume  in 
regard  to  other  societies.  Probably  all  will  admit  the  possibilities 
of  great  dangers  arising  out  of  specialties.  This  subject  has  caused 
considerable  discussion  in  all  parts  of  the  world  during  recent  years. 
It  is  not  my  purpose  to  discuss  the  general  aspects  of  the  subject 
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now ;  but  in  reference  to  societies,  I  would  regret  very  much  to  see 
a  too-well-marked  liue  of  demarcation  between  the  specialists  aud 
the  great  mass  of  general  practitioners  of  this  country.  What 
should  be  the  greatest  medical  organizations  in  the  United  States 
and  Canada  respectively?    In  my  opinion,  the  American  Medical 
Association  and  the  Canadian  Medical  Association.    I  have  long 
had  a  very  decided  opinion  that  the  greatest  medical  organization 
that  has  ever  existed  is  the  British  Medical  Association.    The  great 
mass  of  .British  practitioners  of  all  sorts  and  conditions  belong  to 
it,  and  take  pride  in  their  membership.    It  contains  no  less  than 
thirteen  thousand  eight  hundred  members.    At  the  recent  meeting 
at  Bournemouth,  a  large  portion  of  the  brightest  lights  of  Great 
Britain  were  present,  and  devoted  their  best  energies  toward  making 
the  meeting  a  success.    This  is  the  rule  from  year  to  year,  and  the 
great  society  is  growing  with  wondrous  rapidity.    In  this  country 
it  seems  to  me  that  too  many  of  the  leaders  of  the  profession  are 
conspicuous  by  their  absence  from  the  meetings  of  the  American 
Medical  Association.    Many  of  the  men  referred  to  are  the  peers 
of  the  best  men  that  can  be  found  in  any  nation  or  any  clime.  Is 
it  not  unfortunate  that  so  many  of  them  miss  what  should  be  the 
best  opportunity  of  meeting  the  rank  and  file  of  the  profession  in 
their  own  country?    Is  there  no  remedy  for  this  unfortunate  con- 
dition of  things?    It  would  seem  to  me  that  all  should  unite  to 
make  the  national  society  the  greatest  in  the  land,  and  that  all 
local  and  special  societies  should  cordially  work  together  for  that 
purpose.    I  am  pleased  to  note  that  many  of  our  Fellows  are 
enthusiastic  workers  in  the  American  Medical  Association,  and  I 
hope  that  they  and  all  others  will  give  it  at  least  as  loyal  a  support 
in  the  future  as  they  have  in  the  past. 

I  was  particularly  struck  recently  with  an  example  of  the  great 
good  which  can  be  accomplished  by  a  meeting  of  specialists  with 
general  practitioners.  I  had  the  privilege  of  attending  a  very 
excellent  meeting  of  the  Medical  Society  of  the  State  of  New  York 
in  February  last,  where  I  heard  an  admirable  discussion  on  the 
important  subject  of  appendicitis,  valuable  alike  to  those  who 
talked  and  those  who  listened.  Operations,  when  required  for 
this  condition,  may  be  relegated  to  those  who  pay  special  atten- 
tion to  abdominal  surgery,  but  the  best  methods  of  diagnosis 
should  be  known  to  all.    The  various  phases  of  the  question 
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were  so  thoroughly  and  so  ably  discussed,  that  the  large  assem- 
blage was  duly  impressed  with  the  importance  and  correctness 
of  the  views  expressed.  It  is  impossible  to  put  any  proper  estimate 
on  the  good  that  may  be  accomplished  by  such  meetings  and  dis- 
cussions. The  benefits  are  not  confined  to  one  side,  but  extend 
alike  to  specialists  and  general  practitioners.  In  speaking  of 
specialists,  I  may  say  I  refer  to  those  who  pay  special  attention  to 
such  subjects  as  obstetrics  and  gynecology,  whether  their  work  be 
entirely  confined  to  these  departments  or  not.  For  such,  the 
benefits  to  be  derived  by  personal  contact  with  intelligent,  indus- 
trious, and  observing  general  practitioners  are  incalculable.  Such 
association  will  do  much  to  keep  the  specialists  from  becoming 
narrow,  priggish,  dogmatic,  and — may  I  say  it? — dangerous. 

We  meet  to-day  in  this  great  city  as  a  society  of  physicians  and 
surgeons  who  may  be  called  specialists  in  the  sense  I  have  indicated. 
Of  course,  modern  gynecology  is  understood  to  include  abdominal 
surgery,  which  has  made  such  wondrous  advances  in  recent  years. 
I  think  our  work  on  this  continent  in  these  ditferent  departments 
will  compare  favorably  with  that  done  in  older  countries.  A  few 
short  years  ago  the  results  of  our  efforts  in  abdominal  surgery  were 
somewhat  discouraging.  Our  mortality  rates  compared  very  un- 
favorably with  those  of  Great  Britain  and  the  Continent.  Some 
of  the  reasons  given  for  this  condition  of  things  were  positively 
ludicrous.  The  history  of  the  evolution  of  this  branch  of  surgery 
is  so  recent  as  to  have  been  almost  the  talk  of  yesterday,  and  I 
need  not  dilate  upon  it  to-day.  "What  seem  more  simple  now  than 
our  methods  of  cleanliness  in  surgery  ? — and  yet  how  hard  they 
were  to  learn  !  I  think,  however,  I  am  justified  in  saying  that  we 
have  conquered  our  former  serious  difficulties,  and  our  high  mor- 
talities of  from  15  to  50  per  cent,  in  our  various  kinds  of  abdominal 
sections  have  vanished,  I  hope,  forever. 

Our  advances  in  obstetrics,  although  not  so  brilliant  as  those  to 
which  I  have  just  alluded,  have  been  quite  as  valuable,  and  are 
exactly  in  the  same  line.  And  yet  we  have  found  it  difficult  to 
learn,  and  to  teach,  that  obstetricians  should  be  as  scrupulously 
careful  in  their  methods  as  abdominal  surgeons.  I  may  say,  in 
addition,  that  this  lesson  has  not  yet  been  learned  by  a  large  pro- 
portion of  our  physicians,  and  we  must  go  on  preaching  and  teach- 
ing cleanliness  until  it  is  recognized  practically  as  a  criminal  offense 
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to  neglect  to  clean  the  hands,  the  instruments,  and  the  surround- 
ings of  our  patients  in  labor.  We  are  proud  of  the  fact  that  we 
have  almost  driven  septicemia  from  our  properly  conducted  mater- 
nity hospitals.    Let  us  drive  it  away  from  this  continent  altogether. 

In  making  any  allusions  to  the  past  year,  I  am  very  thankful 
that  I  have  no  obituary  references  to  make  respecting  our  Fellows. 
Some,  however,  have  been  sorely  afflicted  by  family  bereavement, 
and  when  our  brothers  suffer  we  feel  in  a  sense  a  certain  amount  of 
the  weight  falling  on  our  own  shoulders.  Of  such  matters  I  shall 
make  no  special  mention,  excepting  in  one  instance.  I  desire  to  give 
expression  to  the  profound  sorrow  we  all  feel  in  consequence  of  the 
almost  appalling  calamity  which  has  befallen  our  Secretary  in  the 
loss  of  his  only — his  well-beloved — son,  who  was  alike  an  ornament 
to  our  profession,  a  worthy  citizen  of  this  Republic,  a  loving  son, 
husband  and  father,  and  a  most  charming  and  estimable  man. 
What  William  Warren  Potter  has  done  for  this  Association  cannot 
be  told,  but  has,  I  am  glad  to  say,  been  very  highly  appreciated  by 
all.  We  know  that  since  the  inception  of  our  organization  he  has 
given  us  the  benefit  of  some  of  the  best  efforts  of  his  life.  We  all 
respect  and  admire  him  for  what  he  has  done  for  us;  we  love  him 
for  his  rare  personal  qualities  and  goodness  of  heart ;  we  extend  to 
him  in  his  hour  of  tribulation  our  warmest  sympathies,  and  our 
best  wishes  for  him  and  his  for  all  time  to  come. 

I  cannot  refrain  from  making  reference  to  the  great  loss  this 
country  has  sustained  in  the  death  of  Dr.  Fordyce  Barker.  He 
was  not  simply  a  distinguished  obstetrician  of  this  continent — he 
was  known  abroad  almost  as  well  as  he  was  at  home — he  was  one 
whom  the  whole  medical  world  admired,  respected,  and  delighted 
to  honor.  It  was  my  pleasure  and  privilege  to  listen  to  some  of 
his  lectures  in  my  student  days,  and  since  that  period  to  read 
everything  from  his  pen  that  I  could  find ;  and  I  feel  that  I  am 
indebted  to  him  for  some  of  the  most  valuable  lessons  I  have  ever 
learned  in  the  science  and  art  of  obstetrics.  I  desire,  therefore,  to 
offer  my  humble  tribute,  in  addition  to  the  almost  countless  others 
from  all  parts  of  the  globe,  to  the  memory  of  one  of  the  grandest 
and  noblest  physicians  the  world  has  ever  seen. 

In  conclusion,  I  must  confess  that  your  choice  of  a  President  last 
year  at  Philadelphia  was  more  creditable  to  your  good  nature  than 
your  better  judgment.    I  feel  constrained,  however,  to  forgive  you 
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for  that  mistake,  and  to  thank  yon  for  myself  and  for  my  country. 
I  cannot  express  the  satisfaction  it  would  afford  me  if  any  words  of 
mine  would  encourage  you  to  work  with  still  more  vigor  and  enthu- 
siasm in  the  future  than  you  have  in  the  past.  I  feel,  however,  that 
that  is  unnecessary.  I  think  that  our  Association  is  not  composed 
of  the  material  that  is  likely  to  weaken  in  the  hour  of  trial.  I  trust 
that  the  troubles  that  have  beset  us  will  be  the  means  of  forming 
the  strongest  link  in  the  firm  chain  that  binds  us  together  as 
brothers  and  co-workers  in  a  good  and  great  cause. 


EEMOVAL  OF  THE  KIDNEY  FOR  DISEASE, 
WITH  CASES. 


By  W.  J.  ASDALE,  M.D., 

PITTSBURG. 


The  reestablishment  of  operations  for  removal  of  the  kidney 
for  intractable  diseases  is,  in  my  opinion,  of  date  yet  so  recent 
as  to  make  no  apology  necessary  for  the  publication  of  fresh 
reports  of  cases,  even  though  their  issue  may  have  been  un- 
satisfactory. 

Before  this  most  formidable  surgical  procedure  can  be  sys- 
tematized and  made  even  tolerably  safe,  if  ever,  and  before 
reliable  conclusions  and  methods  can  be  fixed  upon,  it  will  be 
necessary  not  alone  to  study  all  that  has  been  done  in  the 
sphere  of  renal  surgery,  but  of  especial  importance  to  carefully 
consult  the  details  of  a  considerable  number  of  individual 
cases ;  that  questions  of  physiological  as  well  as  pathological 
interest  involved  shall  be  determined.  Therefore,  although  no 
new  method  shall  have  been  practised,  and  no  new  facts  of 
interest  be  presented,  that  which  is  already  known  may  be 
made  more  emphatic  and  useful ;  thus,  any  contribution  may 
possess  some  value.  To  this  end  the  following  cases  are  sub- 
mitted : 

Case  I. — Mrs.  L.,  set.  sixty-three  years,  native,  housewife.  Her  general 
health,  during  my  acquaintance  of  several  years  with  her,  had  been  fairly 
good  ;  seldom  complained,  except  from  occasional  and  infrequent  attacks  of 
neuralgic  headache.  About  ten  years  ago  she  had  been  subjected  to  the 
ktiife  for  the  removal  of  a  small  growth  from  the  anterior  cervical  region — 
the  cicatrix  remaining  near  the  base  of  her  neck,  on  right  side.  For  a  num- 
ber of  years  lately  she  had  been  affected  by  insufficiency  of  the  right  anterior 
cervical  muscles,  permitting  the  head,  at  times,  to  be  strongly  drawn  to  the 
opposite  side ;  she  possessed,  however,  the  ability,  by  normal  effort,  to  re- 
cover the  natural  position,  but  to  maintain  it  so  was  fatiguing ;  this  condi- 
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fcion  was,  doubtless,  due  to  the  surgical  interference  of  ten  years  before,  as 
the  contractions,  or  paralysis  rather,  very  remotely  followed  that  operation. 
No  loss  of  power  in  other  parts. 

As  to  the  character  of  the  tumor  removed,  she  stated  that  the  surgeon — 
the  late  Dr.  John  Dickson,  of  Pittsburg — named  it  "  fibroid."  Her  usual 
appearance  during  later  years  had  been  that  of  one  whose  tissues  are  abun- 
dant, but  anemic  ;  pallor  of  skin  was  always  present,  but  not  marked  ;  no 
debility  seemed  to  exist — that  is,  unusual  to  one  of  her  age  ;  her  family  his- 
tory was  good  ;  no  inherited  tendency  to  disease. 

In  September,  1888,  without  experiencing  previously  any  unusual  feel- 
ing of  distress,  she  noticed  that  she  was  discharging  some  blood  with  her 
urine.  No  serious  loss  of  blood  then  occurred,  and  the  bleeding  soon 
ceased.  About  three  months  later  a  copious  hemorrhage  happened,  attended 
by  alarming  prostration,  and  prompting  my  call.    At  this  time  I  first  visited 

her  at  her  home  in  ,  Pa.    She  was  very  pale  and  much  depressed  ; 

stomach  irritable,  vomiting  frequently ;  had  little  pain,  and  that  of  an  aching 
kind,  referred  to  back  and  loins. 

On  exploration  the  pelvic  organs  were  not  found  concerned  ;  was  confident, 
however,  that  the  right  kidney  was  implicated — this,  by  reason  of  increase 
of  the  area  of  dulness,  or,  rather,  the  fact  that  dulness  on  percussion  was 
definable,  though  no  tumor  distinctly  appeared ;  no  tenderness  to  touch  or 
handling  was,  on  palpation,  complained  of ;  no  edema. 

Repeated  careful  microscopic  tests  of  her  urine  had  resulted  in  complete 
failure  to  develop  any  specific  clue  to  the  diagnosis ;  there  was  abundance  of 
blood-cells,  but  entire  absence  of  " cancer  nests,"  casts,  calculi,  granular 
matters,  or  debris  determinative  of  the  character  of  the  degenerative  change 
involved  in  the  renal  texture.  Nevertheless,  believing  that  a  malign  process 
existed,  an  unfavorable  prognosis  was  made.  Within  a  short  time  afterward 
the  urine  became  again,  in  all  respects,  quite  normal  in  character,  and,  in- 
deed, normal  as  to  quantity-  The  presumption  was  accordingly  fair  that 
the  other  gland  of  the  pair  was  in  healthy  state ;  objectively,  no  change  upon 
that  side  had  taken  place.  A  few  months  later  a  tumor,  occupying  the  hypo- 
chondrium  on  right  side  was,  by  the  patient,  her  family,  and  attendants, 
unmistakably  descried.  No  repetition  of  the  hemorrhage  had  occurred  and 
no  pain  was  suffered,  but  her  debility  grew;  all  too  plainly  the  encroach- 
ments of  disease  must  very  soon  prove  too  much  for  her  to  bear ;  the  bulk 
of  the  growth  at  about  June  1,  1889,  was  that  of  a  large  cocoanut.  She 
eagerly  sought  to  be  saved  from  her  peril ;  solicitations  for  operative  inter- 
ference had,  until  this  time,  been  met  by  refusals  on  account  of  her  advanced 
age,  and  also,  and  for  this  reason  especially,  because  of  the  much  more  than 
probably  malignant  nature  of  the  disease.  Assurance,  however,  of  its  can- 
cerous character  we  had,  as  yet,  failed  to  furnish  ;  and  even  if  it  were  so, 
it  could  not  be  asserted  that  more  than  the  right  kidney  was  involved. 

Grasping  at  this,  and  hoping  that  our  fears  would  prove  ill-founded,  Mrs.  L. 
demanded  our  interference,  courageously  assuming  the  risks  of  a  most  dan- 
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gerous  operation  fpr  the  slight  chances  of  longer  life  afforded  ;  her  children 
added  their  solicitations  to  her  own.    Reluctlantly,  I  consented. 

After  due  preparation  ;ind  under  antiseptic  precautions  nephrectomy  was 
done  at  the  home  of  the  patient  on  June  11,  1889. 

Anesthesia  was  quickly  and  pleasantly  accomplished — Squibb's  chloro- 
form and  Squibb's  ether  being  jointly  employed.  Incision  of  about  ten 
inches  along  outer  border  of  the  right  rectus  and  through  wall ;  through  this 
opening,  and  intra-peritoneally,  the  hand  was  then  carried,  and  across  to  the 
opposite  kidney — finding  that  to  be  apparently  normal. 

The  tumor  occupying  the  site  of  the  right  kidney,  and  now  brought  into 
view,  was  not  less  than  six  inches  through ;  it  was  dense,  elastic,  and  non- 
fluctuating,  overlaid  by  the  ascending  colon  ;  its  globular  outline  was  smoothly 
and  closely  invested  anteriorly  by  that  portion  of  the  bowel  and  its  mesen- 
tery. An  incision  was  next  made  through  the  parietal  peritoneum  on  the 
outer  side  of  the  bowel  and  parallel  with  it ;  the  overlying  intestine  with 
its  mesentery  was,  by  the  fingers  mainly,  cautiously  dissected  from  the  kidney 
tumor,  over  which  it  was  quite  firmly  attached  ;  the  mass,  including  the  kid- 
ney, its  capsule,  and  infiltrated  circumrenal  tissue  was  then  in  the  same 
manner  raised  from  its  bed.  The  ureter  was  found,  tied  in  two  places,  and 
cut  between  the  ligatures ;  the  pedicle  of  the  tumor,  which  was  large,  was 
tied  in  two  parts,  inclusive  of  the  vessels,  as  much  as  possible  of  the  diseased 
tissue  being  clipped  away  by  scissors,  or  by  the  fingers  crushed  off;  for  it 
was  now  seen  that  the  secondary  formations  extended  far  beyond  surgical 
reach,  the  lumbar  glands  opposite  the  kidney  being  enlarged  and  certainly 
invaded. 

The  mass  was  removed  entire,  and  without  laceration  of  the  peritoneum  ; 
the  cut  border  of  the  meso-colon  was  then,  with  catgut,  closely  sewed  through- 
out its  length  to  the  parietal  peritoneum  at  the  left  of  the  primary  incision, 
thus  shutting  off  the  post  nephral  space  from  the  peritoneal  cavity. 

Drainage  was  provided  by  carrying  a  half-inch  rubber  tube,  of  many  per- 
forations, directly  through  the  wound  from  front  backward,  and  through  an 
opening  now  made  for  it  in  the  loin  ;  short  sections  of  smaller  tube  were  also 
employed  to  better  drain  the  locality  of  the  pedicle,  these  being  laid  at  the 
bottom  of  the  wound  and  their  external  ends  conducted  with  the  larger  tube 
through  the  abdominal  incision  in  the  lumbar  space  ;  abdominal  incision  closed 
throughout  with  silver  sutures,  except  where  drainage-tube  passed.  Boric 
acid  sifted  thickly  over  wound  site,  and  on  cotton  pad  for  covering  drainage- 
tubes  ;  light  layers  of  antiseptic  gauze,  cotton,  protective,  and  bandage  com- 
pleted the  dressing.  Time  occupied,  about  one  hour  since  commencing 
anesthesia ;  eight  ounces  of  ether  and  two  drachms  of  chloroform  used.  But 
very  slight  loss  of  blood  to  patient.  Her  pulse  and  temperature,  which  pre- 
vious to  operation  had  been  subnormal,  improved  during  anesthesia.  Tem- 
perature, six  hours  after,  99°  ;  pulse,  100  ;  slight  vomiting  occurred  at  short 
intervals,  and  continued  during  second  day ;  no  pain  ;  slept  some  ;  no  opiate. 
Temperature,  morning  of  third  day,  100° ;  pulse,  100 ;  in  the  evening  of 
this  day  her  temperature  was  lowered  to  97.5°. 
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Amount  of  urine  collected  during  first  twenty-four  hours,  six  ounces  ; 
second  twenty-four  hours,  seven  ounces ;  from  this  time  the  quantity  was 
daily  and  rapidly  increased  to  about  the  normal  average  quantity. 

Patient,  however,  continued  almost  daily  to  eject  some  portions  of  aliment 
or  drink  taken  into  stomach.  Rectal  feeding  was  instituted.  Good  and 
speedy  union  of  wound  ;  sutures  all  removed  on  eighth  day  ;  drainage-tube 
at  this  time  drawn  within  the  belly-opening,  and  smaller  tubes  withdrawn 
through  loin-opening. 

A  copious  serous  flow  continued  during  the  first  several  days,  after  which 
the  discharge  was  much  less,  but  dark  in  color  and  grumous. 

Patient's  heat,  after  the  reduction  noted  to  occur  on  the  third  day,  varied 
between  98°  and  99°  F.  until  the  ninth  day,  when  the  100°  mark  was  again 
touched,  on  the  tenth  it  was  99.8°,  and  the  next  day  to  99.1°,  then  falling 
again  on  the  twelfth  to  97°.  After  this  time  her  temperature  did  not  exceed 
98.5°  until  the  evening  of  the  twentieth  day  from  operation,  when  100°  was 
again  recorded. 

She  died  on  the  morning  of  the  twenty-first  day.  Her  nourishment  had 
not  been  ample ;  during  the  last  eight  days  her  bowels  had  been  very  much 
disturbed,  painlessly,  and  in  despite  of  restraining  remedies. 

Three  days  before  her  death  she  was  found  to  have  lost  the  use  of  her  left 
arm  ;  the  paralysis  became  complete,  but  was  limited  to  that  member.  Mind 
perfectly  uuclouded  throughout. 

The  care  of  this  patient  had  heen  in  every  respect  all  that 
could  be  desired ;  she  was  treated  at  home  and  at  the  hands  of 
experienced  and  excellent  nurses,  and  the  hygienic  surround- 
ings were  unexceptionally  good. 

Her  death  may  be  justly  ascribed,  not  to  the  operation  done, 
but  to  toxemia,  the  result  of  an  operation  which  had  been, 
unavoidably,  incomplete.  No  post-mortem  examination  was 
made. 

The  specimen  was  one  of  sarcomatous  degeneration  of  the 
kidney;  weight,  thirty -five  ounces.  No  calculi  present;  large 
hemorrhagic  infarctions,  and  complete  disorganization  by  tissue 
infiltration  of  the  renal  structure. 

Remarks. — The  lesson  taught  by  this  case  accentuates  the 
following  points  in  regard  to  the  nature  and  symptomatology 
of  malignant  disease  of  the  kidney  :  It  is  often  insidious  in  its 
attacks;  pain  may  be  absent  or  insignificant  in  amount;  early 
copious  hemorrhage,  without  previous  manifestations  of  ill- 
health,  is  most  suggestive  of  structural  disease  of  malign  char- 
acter. 

With  respect  to  method  of  operation,  the  choice  in  individual 
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cases  will  be  governed  not  more  by  preference  than  necessity ; 
we  are,  however,  by  the  history  related  reminded  of  the  facility 
of  approach  by  the  lateral  abdominal  incision,  and  the  ease 
with  which  large  solid  growths  may  be  removed  from  the  renal 
site. 

In  certain  cases  it  becomes  of  the  first  importance  to  possess 
the  advantage  of  direct  palpation  of  the  other  kidney  before 
nephrectomy,  which  manoeuvre  the  operation  by  anterior  in- 
cision makes  easy. 

The  antero-lateral  incision  provides  the  minimum  of  injury 
to  the  peritoneum  and  the  strongest  assurance  that  soiling  of 
the  peritoneal  surfaces  will  be  avoided. 

The  value  of  drainage  after  nephrectomy  we  cannot  over- 
estimate ;  drainage  can  be  most  efficiently  applied  after  the 
lateral  abdominal  incision. 

By  the  history  of  the  case  above  reported  we  are  taught  that 
shock,  even  to  the  aged,  does  not  necessarily  inure  to  success- 
fully conducted  operations  for  the  removal  of  the  kidney. 

Finally,  the  importance  of  early  diagnosis  is  made  clear,  and 
the  futility  of  late  operations  in  malignant  disease. 

Query :  Would  operation  six  months  earlier,  or  at  the  time 
of  recognition  of  the  disease,  have  saved  her? 

Case  II. — February  27,  1891,  Mrs.  F.,  aged  twenty-four  years,  German, 
housewife.  Presented  herself  at  the  woman's  clinic  of  the  Western  Penn- 
sylvania Medical  College,  where  she  gave  the  following  history :  Married 
over  three  years ;  not  previously  well,  having  had  gravel ;  since  her  preg- 
nancy and  confinement  had  been  much  worse  ;  pain  in  back,  right  side,  and 
right  leg ;  for  a  long  time  past  had  had  frequent  desire  to  pass  urine  ;  urine 
always  thick  and  bad-smelling.  Had  lost  weight  and  strength,  and  had  been 
early  obliged  to  wean  her  baby  ;  appetite  was  gone ;  lately  often  chilled  and 
often  feverish  ;  changed  regularly  as  formerly,  but  lost  less  blood ;  could  not 
say  that  she  felt  either  better  or  worse  at  menstrual  dates ;  never  passed 
blood  with  urine  ;  bowels  regular. 

She  was  of  short  stature  and  slight  build  ;  now  much  emaciated  and  enfee- 
bled ;  had  walked  a  considerable  distance  to  attend  the  College  Dispensary 
and  was  much  exhausted  ;  heart's  action  quick  and  irritable,  and  pulse  feeble. 
Respiration  accelerated ;  skin  pale  and  face  anxious ;  tongue  red,  dry,  and 
deeply  fissured.    Plainly,  she  was  now  rapidly  nearing  dissolution. 

On  examination  no  pulmonary  or  cardiac  lesion ;  contents  of  pelvis  like- 
wise found  in  seemingly  normal  condition. 

On  inspection  of  the  abdomen  a  body  occupying  the  superior  space  on 
right  side  was  to  be  seen  bulging  the  abdominal  wall,  and  about  seven  inches 
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in  longest  diameter ;  its  walls  were  smooth  and  its  resistance  to  touch  elas- 
tic ;  fluctuation  readily  detected  on  deep  palpation  ;  superficially,  percussion 
elicited  slight  resonance  in  front  where  the  large  intestine  crossed  the  tumor 
vertically  ;  at  the  side  and  posteriorly  dulness  and  fluctuation  demonstrable  ; 
hepatic  area  normal ;  no  physical  sign  of  change  in  left  kidney ;  about  four 
ounces  of  turbid  and  odoriferous  urine  obtained  by  catheterization  and  found 
more  than  a  fourth  pus. 

Diagnosis :  Pyonephrosis,  probably  originating  in  calculous  pyelitis ;  sur- 
gical interference  recommended.  The  author  saw  her  next  on  March  15, 
1891  ;  submitted  to  operation  at  St.  Francis's  Hospital,  Pittsburg.  Her 
condition  just  previous  to  this  time  had  been  yet  more  threatening  ;  rigors 
had  repeatedly  occurred,  succeeded  by  high  elevation  of  temperature ;  her 
fiery  red  and  fissured  tongue,  heat  of  body,  icteroid  hue,  quickened  heart- 
strokes,  and  lowered  vitality  betokened  not  remote  termination  of  her  case 
by  superadded  and  disseminated  pyemia.  Her  urine  was  loaded  with  pus  ; 
the  relative  proportions  were  altered,  too,  from  before,  by  diminution  of  the 
urine,  evidencing  failing  elimination  on  the  part  of  the  healthier  kidney.  No 
definite  secondary  infection  was  localizable. 

Nephrectomy,  by  the  lateral  method,  abdominal  incision,  was  done  under 
careful  asepsis  throughout ;  notwithstanding  my  care  to  avoid  rupturing  the 
pus-sac,  its  walls  were  broken  in  the  course  of  its  removal,  so  thinned  were 
they  from  atrophy,  ulceration,  aud  necrosis  ;  more  than  a  pint  of  very  fetid 
pus  was  collected.  The  pedicle  was  tied  in  halves  and  the  ureter  cut  short 
and  also  tied.  The  pouch — it  was  worthy  no  better  name — being  cut  away, 
was  found  to  represent  the  remnant  of  the  right  kidney,  and  was  simply  a 
large  loculated  sac,  the  secreting  structure  proper  to  the  organ  being  entirely 
destroyed  by  inflammation,  atrophy,  and  ulceration.    No  calculi  present. 

About  one  hour  was  consumed  in  the  work  ;  but  a  small  amount  of  ether 
had  been  used  and  no  chloroform.  No  material  loss  of  blood  had  occurred 
and  but  very  slight  depression  followed.  The  approximate  peritoneal  edges 
were  united ;  the  tumor  site  carefully  flushed  and  drainage  provided,  the 
drainage-tube  passing  through  lumbar  space  ;  antiseptic  dressing  applied. 

Reaction  seemed  favorable ;  patient  suffered  no  pain  and  remained  cool ; 
pulse  became  rapid  and  vomiting  began ;  little  urine  obtained  after  opera- 
tion ;  patient  died  in  about  fifty  hours.    No  autopsy. 

Remarks. — Was  fatal  uremia,  which,  as  a  result  of  the  pyemic 
state,  threatened  her  before  the  operation,  made  certain  by  that 
interference?    Would  another  anesthetic  have  been  safer? 

Case  III.— April,  1891,  visited  Mrs.  C,  aged  thirty-seven  years,  Irish, 
housewife.  Family  history  good ;  married  fourteen  years ;  six  children, 
youngest  four  years  old ;  had  been  ailing  since  the  birth  of  her  last  child  ; 
following  that  time  had  a  severe  illness  in  which  she  had  pain  in  right  side 
and  lower  abdomen,  urinary  distress,  and  leucorrhea.  She  had  been  told  she 
suffered  from  "inflammation  of  the  liver,  catarrh  of  the  womb  and  bladder." 
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She  had  gone  the  usual  round  of  the  chronic  invalid,  passing  through  the 
hands  of  regulars  and  irregulars  in  ineffectual  search  for  relief. 

Her  bladder  trouble  persisted  ;  calls  to  urinate  were  frequent,  and  she  was 
passing  "  matter  "  with  the  urine.  At  times  the  "matter  "  was  absent  from 
the  urine  ;  she  would  then  be  sick  and  suffer  more  pain  in  her  side  and  back ; 
when  the  discharge  was  reestablished  she  would  feel  better. 

Her  appetite  had  failed  and  she  had  lost  much  in  weight ;  had  lost  her 
color  and  gained  a  bad  complexion  ;  her  strength  was  gone  so  completely 
that  she  could  no  longer  do  her  housework  ;  any  effort  was  fatiguing. 

Her  body  was  not  greatly  emaciated,  but  her  tissues  were  flabby.  Her  skin 
might  have  been  said  to  be  "  dirty,"  such  was  its  appearance;  the  surface 
of  her  body  was  cold ;  her  heart's  action  quicker  than  normal,  and  feeble ; 
pulse  weak  and  indistinct. 

No  lesion  of  thoracic  organs ;  pelvic  organs  normal.  Tumor  distinctly  out- 
lined in  right  hypogastrium  of  the  bulk  of  a  good-sized  cocoanut;  its  surface 
smooth,  irregularly  globular  in  form,  elastic  in  resistance,  and  fluctuating  on 
palpation  ;  overlaid  by  intestine. 

Examination  of  the  urine  disclosed  a  large  amount  of  pus  present  (one- 
sixth)  ;  crystals  of  lime  and  phosphates. 

Diagnosticated  suppurating  kidney ;  probably  pyonephrosis  of  calculous 
origin. 

Operation  offered.  Patient  eager  to  consent,  but  much  distressed  by  oppo- 
sition from  husband. 

May  27,  1891.  Operation  at  the  Western  Pennsylvania  Hospital.  Incision 
right  lateral,  over  abdomen  ;  tumor  uncovered  by  raising  intestine  and  meso- 
colon ;  tumor,  an  excavated  and  thinned-out  kidney ;  wall  so  fragile  as  to  be 
broken  at  two  points  in  its  detachment ;  about  twenty  ounces  of  pus  and  a 
large  calculus  of  the  mulberry  sort  removed  ;  this  stone  had  become  im- 
bedded at  the  exit  of  the  renal  pelvis  and  doubtless  had  frequently  exercised 
very  complete  obstruction.  Kidney  utterly  disorganized.  The  excavation 
of  the  collapsed  pus-sac  having  been  completed,  the  pedicle  was  ligated  while 
held  in  the  grasp  of  a  pair  of  heavy  forceps. 

The  mass  being  cut  away  and  the  forceps  removed,  considerable  hemor- 
rhage took  place  from  the  vein,  which  had  escaped  from  the  ligature.  It  was 
recovered  and  secured,  but  not  before  the  patient  gave  signs  of  collapse. 
The  operation  was  completed,  but  the  patient  never  rallied. 

The  mottled  hue  of  the  face  almost  instantly  assumed  indicated  the  proba- 
bility of  cardiac  thrombus,  by  reason  of  admission  of  air  by  way  of  the  vein. 

Further  comment  by  the  writer  upon  this  case  is  unneces- 
sary ;  the  lesson  it  brings  will  be  appreciated  by  every  operator. 


ANOTHER  METHOD  FOR  PALPATION  OF  THE 

KIDNEY. 


By  KOBERT  T.  MORRIS,  M.D., 

NEW  YORK. 


Israel  finds  a  kidney  by  placing  the  patient  upon  her  back 
with  flexed  legs,  and  then  while  one  hand  makes  pressure  over 
the  lumbar  region  on  the  side  of  the  kidney  to  be  examined, 
the  tips  of  the  outstretched  fingers  of  his  other  hand  are 
placed  just  below  the  costal  cartilages,  on  a  line  which  runs 
from  the  middle  of  Poupart's  ligament  parallel  with  the  mid- 
dle line  of  the  abdomen.  Then,  with  each  exhalation  of  the 
patient's  breath  the  physician's  fingers  are  pressed  deeper  and 
deeper  down  toward  the  kidney,  and  the  impression  left  upon 
the  finger  tips  at  each  step  of  progress  is  carefully  stored  in 
mind.  Guyon  palpates  in  very  much  the  same  way,  but  intro- 
duces a  new  feature,  which  consists  in  making  quick,  hard 
pressure  with  the  lumbar  fingers,  and  thereby  causing  a  spas- 
modic contraction  of  the  quadratus  lumborum  muscle,  which 
forces  the  kidney  up  against  the  abdominal  hand. 

With  the  patient  in  a  supine  position  we  have  an  obstacle 
to  good  palpation  of  the  kidney,  in  the  presence  of  interposed 
omentum  and  intestine  or  stomach ;  and  the  weight  of  a  loose 
kidney  will  sometimes  be  sufficient  to  keep  it  in  normal  posi- 
tion during  the  time  of  examination,  so  that  the  abnormal 
condition  is  not  recognized. 

In  placing  patients  in  various  positions  for  the  purpose  of 
examining  loose  or  diseased  kidneys,  I  have  found  one  position 
that  regularly  gives  much  satisfaction  to  the  examiner.  It 
may  be  that  others  are  iu  the  habit  of  gaining  the  advantage 
that  this  posture  gives,  but  I  do  not  find  reference  to  it  in 
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the  literature  of  the  kidney.  If  the  right  kidney  is  to  he  pal- 
pated, the  patient  lies  upon  her  left  side  with  the  legs  flexed, 
so  that  the  abdominal  muscles  are  relaxed  and  the  intestines 
and  omentum  glide  toward  the  table.  If  the  kidney  is  loose, 
or  if  it  is  much  enlarged,  it  then  slides  out  upon  the  abdominal 
contents  in  such  a  way  that  it  becomes  the  highest  solid  body 
found  beneath  the  abdominal  wall  at  a  certain  point.  The 
intestines  and  omentum  are  out  of  the  way  and  the  kidney 
has  moved  between  folds  of  peritoneum  (or  has  swung  upon 
a  me8onephron)  into  a  position  to  be  easily  examined. 

The  certain  point  at  which  the  kidney  is  found  is  somewhere 
in  the  concavity  that  forms  along  the  margin  of  the  right  quad- 
ratus  lumborum  muscle,  when  the  abdominal  viscera  sink  to 
the  left  side  toward  the  table.  Different  patients  require  some- 
what different  positions  of  the  limbs  and  different  angles  with 
the  top  of  the  examining  table,  in  order  that  the  point  of 
greatest  degree  of  relaxation  of  the  abdominal  walls  be  ob- 
tained. A  very  fleshy  patient,  for  instance,  may  have  to  be 
rolled  almost  into  a  prone  position,  because  the  weight  of  the 
viscera  must  be  partly  borne  by  the  table  before  the  tension  of 
the  abdominal  wall  is  relieved. 

For  examining  the  left  kidney  the  patient  lies  upon  the 
right  side,  and  the  same  condition  of  relaxation  of  the  ab- 
dominal wall  is  again  obtained.  If  a  loose  kidney  does  not 
at  once  slide  out  of  normal  position  when  the  patient  is 
properly  placed,  a  blow  upon  the  lumbar  region  with  the  hand 
will  dislodge  it,  and  we  then  obtain  a  more  resonant  percussion 
note  over  the  site  that  the  kidney  formerly  occupied.  With 
some  patients,  in  the  position  described,  I  have  been  enabled 
to  hold  the  entire  kidne}*  in  one  hand  almost  as  easily  as  if  it 
were  a  potato  in  a  bag. 

For  examining  a  perfectly  normal  kidney,  I  still  prefer  to 
palpate  according  to  the  method  of  Israel  or  of  Guyon  in  the 
majority  of  cases. 

It  is  surprising — to  me  at  least — to  find  how  many  loose 
kidneys  there  are  in  the  country,  and  it  seems  safe  to  predict 
that  the  kidney  will  be  the  next  organ  to  be  taken  up  by 
fashion  in  surgical  practice.  A  great  many  patients  who  are 
being  treated  for  disease  of  the  pelvic  organs,  and  for  nervous 
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dyspepsia,  and  for  all  sorts  of  abdominal  distress,  are  really 
suffering  from  the  effects  of  slipping  kidneys,  and  the  true 
cause  of  disturbance  is  not  recognized  because  the  kidney  has 
not,  as  3Tet,  become  a  popular  organ  with  surgeons,  and  because 
methods  of  palpation  of  the  kidney  are  a  good  deal  of  a 
bother. 


DISCUSSION  ON  PAPERS  OF  DRS.  ASDALE  AND  MORRIS. 

Dr.  A.  Vander  Veer,  of  Albany. — Mr.  President:  In  relation  to 
the  two  papers  just  presented,  we  have  from  Dr.  Asdale  especially 
one  fact  offered  to  us,  viz.,  that  in  the  aggregation  of  experience  we 
all  learn  some  good  points.  As  I  listened  to  his  paper  I  thought 
we  owed  him  our  thanks  and  gratitude  for  his  thorough  and  candid 
manner  of  reporting  his  cases,  though  there  was  a  fatality  present 
that  no  operator  can  avoid,  that  no  operator  can  put  behind  him  and 
eliminate — that  is,  an  advanced  condition  of  disease,  a  pathological 
condition  that  unavoidably  has  its  effect  upon  the  patient,  bringing 
him  into  a  condition  where  a  surgical  operation  becomes  more  hazard- 
ous than  under  ordinary  circumstances.  Malignant  disease  of  itself 
is  always  a  dangerous  condition  for  us  to  attack,  and  yet  when 
advanced  as  in  these  two  cases,  we  have  the  odds  against  us.  I  think 
the  author  has  been  very  candid  in  presenting  his  cases,  and  his 
method  of  operation  should  be  indorsed.  I  believe  that  had  he 
attempted  the  lumbar  operation  he  would  have  failed  signally  in 
removing  the  diseased  mass.  The  manner  in  which  he  did  operate  is 
one,  I  think,  we  ought  to  commend.  Drainage  might  perhaps  have 
been  secured  in  the  first  case  through  the  lumbar  region.  This  is  a 
mere  question,  however,  of  choice  among  operators.  He  says  in  his 
second  case  that  perhaps  it  would  have  been  well  to  use  chloroform.  I 
am  under  the  impression  now,  having  operated  in  a  number  of  cases, 
that  we  seem  to  fail  in  recognizing  the  surgical  kidney,  where  chloro- 
form always  is  best.  It  is  something  about  which  we  have  yet  much 
to  learn.  I  believe  the  consensus  of  opinion  is  that  chloroform  is  the 
safest  anesthetic  to  use,  and  in  surgical  kidney  I  shall  make  use  of 
chloroform,  believing  that  its  results  are  better.  In  malignant  disease 
let  us  operate  early — as  early  as  possible.  In  Dr.  Asdale's  third  case 
he  met  with  just  that  embarrassment,  just  that  condition  which  comes 
upon  us  sometimes  unexpectedly,  and  which  I  believe  we  should  always 
have  uppermost  in  our  minds,  and  that  is,  the  danger  from  renal 
hemorrhage.   There  is  one  vessel  I  look  upon  as  being  most  dangerous, 
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and  that  is  the  renal  vein.  If  we  can  separate  the  renal  vein  from 
the  other  vessels  I  always  feel  safer  in  tying  it  separately.  I  believe 
when  we  get  down  to  the  vessels  connected  with  the  kidney  this  great 
danger  should  impress  itself  upon  our  mind.  I  wish  to  thank  Dr. 
Asdale  for  his  excellent  paper.  No  doubt  the  surgery  of  the  kidney 
will  advance.  The  practical  experience  in  reports  of  cases  must  cer- 
tainly result  in  great  good. 

Dr.  Morris  has  presented  to  us  some  good  points  on  the  subject  of 
the  examination  of  the  kidney  in  a  clear  way,  a  method  that  each 
one  must  learn  for  himself.  There  are  some  points  we  are  able  to 
get  hold  of  in  the  examination  of  the  organs  of  the  abdomen  that  seem 
to  be  impossible  to  communicate  to  others.  He  has  given  us  good 
strong  suggestions.  I  must  say  I  feel  that  we  have,  many  of  us,  a  great 
deal  to  study  up  in  actual  experience  in  the  examination  of  the  kidney. 
There  are  no  two  cases  entirely  alike. 

Dr.  C.  A.  L.  Reed,  of  Cincinnati. — The  question  of  the  treatment  of 
the  pedicle  in  nephrectomy  will  perhaps  remain  a  serious  one  as  long  as 
we  have  kidneys  to  remove.  We  all  recognize  the  treacherous  friability 
of  the  renal  vein,  and  in  approaching  this  operation  for  the  first  time 
I  had  this  feature  of  the  case  presented  to  my  mind,  and  I  carefully 
studied  the  problem,  at  least  as  carefully  as  one  can,  in  contemplating 
a  surgical  proposition  from  a  theoretical  standpoint.  It  occurred  to 
me  that  if,  indeed,  we  had  this  friable  vessel  to  deal  with,  if,  indeed,  it 
were  liable  to  be  cut  by  a  tight  ligature,  that  we  would  be  much  more 
liable  to  avoid  this  unhappy  and  almost  necessarily  fatal  accident,  if 
we  were  to  put  around  this  vessel  the  protecting  influence  of  its  neigh- 
boring structures;  and  it  was  that  consideration  that  prompted  me  in 
my  first,  as  it  has  in  each  successive  operation,  to  ligate  the  pedicle  in 
one  mass.  I  endeavored  in  effecting  the  division  to  leave  something 
of  a  button  to  make  the  ligature  secure.  So  far,  I  have  not  been  em- 
barrassed with  secondary  hemorrhage.  The  question  of  leaving  the 
ureter  out  is  one  that  stands  upon  an  entirely  different  basis,  and  yet 
I  cannot  conceive  that,  unless  there  be  surgical  conditions  of  the  ureter 
itself  demanding  special  treatment,  there  is  any  need  of  treating  it 
otherwise  than  you  would  the  circulatory  vessels.  I  think  that  we  are 
prone  to  overestimate  the  amount  of  force  that  is  required  to  control 
hemorrhage  from  even  the  larger  arteries,  as,  for  instance,  the  renal. 
I  do  not  think  that  the  amount  of  force  that  is  required  to  control 
hemorrhage  from  the  vessel  need  be  so  great  that  the  thread  would  cut 
the  walls  of  the  neighboring  vein,  providing  we  have  left  a  sufficient 
button  to  prevent  slipping  of  the  pedicle  under  the  very  considerable 
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circulatory  pressure  which  is  brought  to  bear  upon  it  during  the  few 
hours  immediately  succeeding  the  operation. 

Dr.  E.  E.  Montgomery,  of  Philadelphia. — I  wish  to  express  my 
appreciation  as  to  the  points  made  by  Dr.  Morris,  in  regard  to  the 
diagnosis  of  the  diseases  of  the  kidney  and  the  position  of  the  organ. 
I  have  made  use  of  the  plan  suggested  recently  in  the  examination  of 
a  case  in  which,  while  the  patient  was  lying  in  a  recumbent  position, 
it  was  impossible  to  determine  whether  or  not  the  kidney  was  displaced. 
The  case  was  suspected  to  be  one  of  floating  kidney.  Placing  the 
patient  on  the  side  opposite  to  the  kidney  affected,  with  her  limbs 
drawn  up  in  order  to  relax  the  abdominal  muscles,  the  kidney  is  at 
once  displaced  downward  and  forward  by  light  pressure  from  the  back, 
and  in  this  way  it  could  be  readily  palpated  and  its  size  determined, 
conclusively  demonstrating  it  to  be  a  case  of  floating  kidney. 

At  this  time,  when  it  is  fashionable  to  report  only  successful  results, 
it  is  certainly  interesting  to  hear  a  series  of  cases  reported  in  which  the 
conclusions  have  to  be  otherwise  than  desirable,  and  we  can  but  com- 
mend the  courage  of  one  who  brings  forward  his  unsuccessful  cases  as 
an  illustration  of  the  importance  of  work  in  this  particular  department. 
In  regard  to  the  last  of  the  three  cases  mentioned,  it  has  occurred  to  me 
from  some  of  my  own  unfortunate  experiences,  that  it  is  better  in  case 
of  suppurating  kidney  to  make  the  incision  through  the  back  and 
drain  the  kidney,  leaving  the  after-treatment  of  the  diseased  organ  to 
the  future  progress  of  the  case.  The  shock  to  the  patient  is  much  less 
in  simply  draining  a  suppurating  kidney,  permitting  an  exit  in  this 
way  for  the  accumulating  discharge,  than  it  would  be  where  we  have 
a  large  tumor  filled  with  pus,  to  undertake  to  dissect  it  out  by  tearing 
the  peritoneum  and  running  the  risk  of  hemorrhage.  It  has  seemed 
to  me  better  to  content  ourselves  first  with  a  drainage  of  the  organ, 
and  subsequently  to  remove  it  if  the  conditions  seem  to  demand  it. 

Dr.  J.  F.  W.  Ross,  of  Toronto. — There  are  one  or  two  points  in 
these  papers  I  would  like  to  make  a  few  remarks  upon.  I  will  first 
speak  in  regard  to  Dr.  Morris's  paper.  For  some  time  I  have  invari- 
ably been  in  the  habit  of  making  an  examination  of  each  kidney  in 
women.  I  have  more  than  once  found  women  suffering  from  a  too 
movable  condition  of  the  kidney,  who  have  been  treated  previously 
for  some  uterine  disease  or  some  bladder  disease,  and  I  think  that  it 
is  necessary  for  us  to  make  this  examination.  I  have,  for  several 
years,  adopted  the  method  that  Dr.  Morris  speaks  of — the  patient  lying 
on  the  side,  and  knees  drawn  about  half-way  up.  If  they  are  drawn 
too  far,  they  seem  to  press  upon  the  intestines.    I  always  get  someone 
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to  press  against  the  back  of  the  patient,  or  get  the  patient  to  lie  against 
me  to  keep  from  falling  completely  on  the  back.  In  this  way  you 
can  feel  the  kidney  in  nearly  every  case.  I  have  been  convinced 
that  in  nearly  every  case  the  kidney  is  to  a  certain  extent  movable. 
I  have  been  surprised  to  demonstrate  more  than  once  to  students  the 
movability  of  the  kidney.  I  have  been  amazed  to  find  that  both 
kidneys  were  in  many  cases  equally  movable. 

Now,  as  regards  the  first  paper,  I  have  never  yet  performed  the 
operation  of  nephrectomy  for  malignant  disease.  I  have  refused  twice 
to  do  the  operation.  On  one  occasion  the  relative  of  a  New  York 
surgeon  was  brought  to  me,  and  I  found  him  suffering  from  a  malig- 
nant disease  of  the  kidney,  and  advised  against  operation.  He  was 
subsequently  operated  on,  and  died.  I  considered  that  his  weakness 
was  too  profound.  I  consider  that  a  contra-indication  to  nephrectomy 
is  this  profound  weakness  with  which  many  of  these  patients  seem  to 
be  suffering.  It  is  only  four  days  since  I  sent  a  patient  home,  suffering 
with  malignant  disease  of  the  kidney,  without  operation.  I  refused 
to  operate  on  her;  she  was  in  this  profoundly  weak  condition,  and  I 
think,  unless  these  cases  are  brought  under  the  notice  of  the  surgeon 
early,  that  the  operation  is  almost  always  fatal. 

Dr.  J.  H.  Kellogg,  of  Battle  Creek. — It  seems  to  me  the  question 
which  should  be  raised  in  this  discussion  is  whether  it  is  better  to 
remove  the  kidney  or  whether  it  is  better  to  perform  the  operation  of 
nephrotomy.  If  we  drain  in  case  of  suppurating  kidney  and  in  case 
of  malignant  disease  of  the  kidney,  the  patient  will  likely  recover. 
I  had  a  patient  some  time  ago  upon  whom  I  intended  to  operate  for 
removal  of  kidney — a  large  tumor.  I  think  it  wise  to  allow  the  sac 
to  collapse  by  performing  nephrotomy  first,  so  I  opened  the  kidney  at 
the  back,  and  evacuated  more  than  a  quart  of  pus,  the  patient  having 
discharged  from  the  bladder  a  large  amount  of  pus.  I  packed  the 
kidney  with  sponges  until  the  hemorrhage  ceased,  and  introduced  two 
drainage-tubes,  which  I  removed  in  three  or  four  weeks;  in  three  or 
four  weeks  more  the  wound  healed,  and  the  patient  entirely  recovered. 
In  another  case  in  which  I  attempted  the  same  method  I  did  not  find 
so  good  a  result.  The  discharges  still  continuing,  I  afterward  per- 
formed nephrectomy.  The  patient  made  a  recovery,  but  the  wound 
still  continues  to  discharge.  It  is  quite  possible  that  some  small  por- 
tion of  the  kidney  was  not  removed  in  this  case.  The  mass  was  so 
firmly  adherent  it  was  impossible  to  remove  every  portion  of  it.  In 
the  last  patient  Dr.  Asdale  mentions,  I  would  have  preferred  the 
operation  of  nephrotomy  to  nephrectomy. 
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I  was  interested  in  Dr.  Morris's  method  of  palpating  the  kidney. 
I  have  studied  this  question  very  carefully,  and  have  examined  many 
cases  in  regard  to  the  position  of  the  kidneys.  I  have jnade  it  a  prac- 
tice to  examine  the  position  of  the  kidneys  and  all  abdominal  organs 
in  every  case  of  pelvic  disease  of  women.  I  have  been  surprised  to 
find  in  a  very  large  proportion  of  cases  that  the  right  kidney  especially 
is  often  prolapsed  and  movable.  I  find  that  30  per  cent,  of  all  cases 
in  which  there  is  displacement  of  the  pelvic  organs  there  is  also  dis- 
placement of  the  kidneys.  My  method  has  been  to  first  examine  the 
patient  on  the  back,  the  shoulders  elevated,  the  legs  flexed  forward 
so  as  to  relax  the  abdominal  muscles  as  much  as  possible.  Placing 
one  hand  at  the  back  and  the  other  hand  in  front,  and  working  up  the 
fingers  as  high  as  possible,  directing  the  patient  to  take  a  deep  breath, 
I  catch  the  kidney  at  each  inspiration,  and  so  keep  hold  of  it.  In  a 
case  lately  I  turned  the  patient  on  the  side  in  the  manner  suggested 
by  Dr.  Morris.  In  cases  in  which  I  do  not  succeed  by  the  first  method 
I  place  the  patient  on  the  side.  In  case  I  fail  in  either  one  of  those 
postures,  I  have  the  patient  rise  on  the  feet  and  rest  against  the  end 
of  the  table,  then  bending  forward  the  abdominal  muscles  are  com- 
pletely relaxed  and  the  kidney  is  dragged  down,  and  when  the  patient 
takes  a  deep  breath  the  kidney  and  other  organs  are  crowded  down, 
when  it  is  easy  to  seize  the  kidney  if  it  is  at  all  prolapsed.  It  seems 
to  me  that  this  method  of  palpating  the  kidney,  as  well  as  the  exami- 
nation of  the  stomach  by  that  means,  is  a  very  important  one  in  con- 
nection with  gynecological  practice. 

Dr.  J.  H.  Carstens,  of  Detroit. — I  was  very  much  interested  in 
the  diagnostic  point  made  by  Dr.  Morris,  and  also  the  instructive 
paper  of  Dr.  Asdale.  There  is  only  one  suggestion  I  have  to  make, 
and  I  thought  that  had  been  pretty  definitely  settled,  viz.,  that  in  all 
cases  of  disease  of  the  kidney  there  is  great  danger  in  using  ether. 
In  all  such  cases  I  deem  it  advisable  to  use  chloroform.  I  myself,  and 
my  colleagues  as  well,  have  nearly  abandoned  the  use  of  ether  and 
almost  exclusively  employ  chloroform.  I  do  not  think  there  is  as 
much  danger  in  the  use  of  chloroform  as  ether.  I  can  look  back 
upon  cases  that  have  died  within  twenty-four  to  forty-eight  hours, 
which  I  thought  died  from  shock,  but  I  am  confident  now  that  they 
died  from  the  ether.  Since  using  chloroform  exclusively  I  have  had 
no  such  trouble,  and  for  that  reason  I  can  emphasize  very  strongly 
the  necessity  of  using  chloroform  in  those  cases.  Even  chloroform 
will  produce  congestion  of  the  kidney,  but  not  to  that  extent  which 
ether  does. 
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Dr.  H.  T.  Machell,  of  Toronto. — Dr.  Morris  has  given  us  some 
points  about  the  location  of  the  kidney.  I  would  like  to  ask  if  he  or 
some  of  the  other  members  of  the  Association  can  give  us  some  infor- 
mation which  will  enable  us  to  recognize  the  kidney  after  the  abdomen 
is  opened.  I  have  seen  in  more  than  one  instance  a  considerable  loss 
of  time  in  recognizing  and  determining  what  was  the  kidney  and 
what  was  not  the  kidney.  I  remember  one  case  where  at  least  fifteen 
or  twenty  minutes  were  lost  in  deciding  what  was  the  kidney.  It  was 
simply  a  pus-sac ;  the  pus  had  drained  out  through  the  ureter  the  day 
before,  and  there  was  almost  nothing  to  be  felt  except  this  small,  ap- 
parently flaccid  sac.  I  would  like  to  ask  Dr.  Morris  if  there  are  any 
means  of  recognizing  the  kidney  quickly  and  certainly  after  the  abdo- 
men is  opened. 

Dr.  Asdale  (closing  the  discussion  on  his  part). — I  thank  the 
Association  for  the  kind  reception  given  my  very  fragmentary  paper. 
I  admit  the  justice  of  certain  criticisms  offered  ;  for  instance,  the  pro- 
priety of  incision  and  drainage  as  a  primary  step  and  preceding  ne=- 
phrectomy  in  the  class  of  cases  last  mentioned,  viz.,  suppurating  kidney. 
This  treatment  would  be,  of  course,  inappropriate  to  those  of  the  first 
described  class — solid  and  malignant  growths.  The  success — for  it  is 
claimed  the  safety  of  the  operation  was  demonstrated  by  the  immediate 
results — in  the  first  case,  primarily  attained,  emboldened  the  em- 
ployment of  a  similar  radical  course  in  dealing  with  the  subsequent 
cases. 

I  am  not  willing  to  admit,  however,  that  the  manner  of  treatment 
taken  in  the  later  cases  provided  much,  if  aught,  in  determining  the 
final  results,  convinced  that  the  end  in  those  cases  would  have  been 
equally  unsatisfactory  had  the  treatment  been  that  of  nephrotomy 
and  drainage  alone — just  as  we  have  been  accustomed  to  witness  fol- 
lowing this  practice  in  the  management  of  chronic  suppurative  pyelitis, 
and  probably  losing  in  the  finish  the  opportunity  to  fairly  test  the 
radical  method. 

Exhaustive  hemorrhages  incident  to  operations  upon  the  kidney,  or 
cardiac  thromboses,  are  accidents  which  may  occur  in  the  most  favor- 
able and  promising  subjects  submitted  to  nephrectomy.  Fragility  of 
structure  of  the  bloodvessels,  usually  attendant  upon  advanced  dis- 
eased states  of  the  kidney,  renders  attempts  at  separate  ligation  of  the 
vessels  unsafe ;  ligation  of  the  pedicle  en  masse  or  in  sections,  inclusive 
of  the  vessels,  is  quite  as  secure,  and  safer  from  the  liability  of  cutting 
through  in  tying. 

In  regard  to  the  choice  of  anesthetics,  chloroform  is  probably  the 
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best  in  operations  upon  the  kidney ;  dread  of  its  effects  in  prolonged 
anesthesia  has  induced  me  to  employ  ether  almost  exclusively.  Chloro- 
form, on  theoretic  grounds,  is  to  be  preferred,  in  that,  to  a  less  degree, 
it  contributes  to  renal  hyperemia. 

Dr.  Morris  (closing  the  discussion). — I  will  not  say  more  in  regard 
to  the  position  of  the  patient.  As  to  the  question  of  how  we  can  de- 
termine whether  we  have  kidney  or  some  other  organ,  I  will  say  that 
I  have  only  once  been  in  the  position  where  I  could  not  tell  from  the 
character  of  the  capsule  and  the  tissue  of  the  organ  whether  I  had 
kidney,  liver,  or  some  morbid  growth,  or  some  other  organ.  In  this 
case  I  had  colloid  carcinoma.  The  tissues  were  so  changed  it  was  im- 
possible to  determine  whether  I  had  liver  or  kidney.  In  that  case  I 
found  the  aorta  first ;  I  then  found  the  renal  artery,  and  traced  that, 
and  determined,  from  the  relative  position  of  the  renal  artery,  that 
the  kidney  was  beneath  this  mass. 


A  CLINICAL  NOTE  ON  INTRA-UTERINE 
IRRIGATION  AFTER  LABOR. 


By  LEWIS  S.  McMURTRY,  M.D., 

LOUISVILLE. 


The  relation  of  microorganisms  to  septic  infection  during 
the  puerperal  state  has  been  thoroughly  demonstrated  and 
generally  accepted.  The  application  of  aseptic  methods  in 
practical  obstetrics  has  eliminated  the  greatest  danger  to  which 
hitherto  the  lying-in  woman  was  exposed.  Yet  in  private 
practice  deaths  from  so-called  puerperal  fever  are  of  common 
occurrence,  and  limited  degrees  of  septic  infection — called 
milk  fever,  puerperal  malaria,  etc. — are  the  rule  rather  than 
the  exception.  The  lesser  grades  of  septic  peritonitis  follow- 
ing labor  form  the  primary  period  of  a  large  class  of  cases  of 
intrapelvic  inflammation  and  tubo-ovarian  disease  met  with  in 
gynecological  practice. 

The  prevention  of  puerperal  sepsis,  and  the  responsibility 
of  the  medical  attendant  and  nurse  in  connection  therewith, 
have  been  so  emphasized  and  reduced  to  rule  that  no  well- 
informed  practitioner  can  be  in  doubt  as  to  the  course  of 
action.  It  is  altogether  different,  however,  as  to  the  proper 
treatment  of  cases  of  puerperal  sepsis  in  the  initial  stages  of 
the  infective  process.  This  process  is  oftentimes  most  insidious. 
A  slight  rigor,  maybe  only  cold  extremities,  followed  by  a 
mild  reaction ;  or  a  pronounced  chill,  followed  by  high  fever 
and  copious  sweating,  may  mark  the  invasion  of  the  system  by 
the  poison.  When  such  symptoms  manifest  themselves  the 
emergency  is  treated  iu  a  great  variety  of  methods  by  different 
practitioners.  Indeed,  the  most  approved  modern  treatises  on 
midwifery,  while  dealing  explicitly  with  the  essential  methods 
of  prophylaxis,  give  no  definite  or  positive  lines  of  treatment 


INTR  A-UTERINE    IRRIGATION    AFTER    LABOR.  27 


for  the  initial  stage  of  puerperal  sepsis.  The  most  common 
treatment  consists  of  vaginal  injections  given  in  a  desultory 
and  imperfect  manner  by  the  nurse,  with  antipyrine  or  anti- 
febrin,  administered  internally,  to  be  soon  followed  by  opium, 
to  relieve  the  peritoneal  pain.  The  result  is  often  fatal,  never 
satisfactory. 

Some  modern  writers  recommend  intra-uterine  irrigation 
with  antiseptic  solutions  in  such  cases  as  have  required  the 
introduction  of  the  hand  or  instruments  into  the  uterus  during 
the  course  of  labor,  especially  in  cases  of  adherent  placenta 
requiring  digital  or  instrumental  removal.  In  these  cases  irri- 
gation is  directed  to  the  prevention  of  the  septic  process.  In 
many  instances  it  is  adopted  too  late,  after  extreme  systemic 
intoxication  has  occurred.  Many  writers  in  advising  against 
the  use  of  intra-uterine  injections  after  labor  as  a  routine 
practice  (in  which  I  fully  concur),  depict  the  dangers  of  in- 
jecting fluid  into  the  cavity  of  the  uterus,  particularly  the  re- 
moval of  clots  and  opening  up  fresh  denuded  surfaces,  and 
entrance  to  the  peritoneum  through  the  Fallopian  tubes. 
These  dangers  I  believe  to  be  theoretical  rather  than  practical, 
and  have  no  application  to  the  method  under  consideration 
except  when  unskilfully  executed.  It  is  the  purpose  of  this 
note  to  show  the  value  of  systematic  and  repeated  irrigation 
when  the  septic  process  is  initiated,  acting  upon  the  principle 
of  drainage,  and  thus  removing  from  the  absorbing  area  septic 
material. 

The  time  for  resorting  to  intra-uterine  irrigation  after  labor 
is  in  the  earliest  stages  of  sepsis. 

When  there  has  been  extensive  laceration  of  the  maternal 
parts,  so  as  to  expose  vascular  and  fresh  surfaces  to  the  dis- 
charges from  the  uterus,  we  know  the  danger  of  infection  is 
increased.  When  during  labor  examinations  and  manipula- 
tions have  been  necessary,  or  when  precautions  against  sepsis 
on  the  part  of  the  physician  and  nurse  have  not  been  thorough, 
or  the  environment  unsuitable,  the  accession  of  fever  on  the 
third  or  fourth  day,  with  fetid  discharges,  should  indicate  at 
once  the  necessity  of  intra-uterine  irrigation.  When  the  ab- 
sorption of  septic  products  is  marked  by  a  rigor  or  pronounced 
chill,  followed  by  high  fever  and  tenderness  above  the  pubes, 
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no  time  should  be  lost  in  instituting  systematic  flushing  of  the 
uterine  cavity.  The  operation  should  be  repeated  at  intervals 
of  two,  four,  or  six  hours,  according  to  the  character  and 
quantity  of  the  discharge  and  tbe  intensity  of  the  symptoms. 

Tbe  operation  should  be  performed  by  the  surgeon  in  per- 
son, with  all  the  care  of  a  thorough  surgical  procedure.  In 
my  opinion  antiseptic  agents  are  not  essential,  but  our  aim 
should  be  the  thorough  removal,  by  flushing  the  uterine  cavity, 
of  all  dibris  and  decomposing  material  lodging  there,  just  as 
we  apply  the  principle  of  drainage  and  irrigation  to  a  septic 
cavity  elsewhere  in  the  organism.  The  patient  should  be 
gently  lifted  on  to  a  table  and  placed  in  the  semi-prone  posi- 
tion. The  perineum  should  be  retracted  with  Sims's  speculum. 
A  fountain  syringe  should  be  used,  and  the  small  glass  drain- 
age-tube used  after  abdominal  section  should  be  attached  and 
introduced  within  the  uterus.  The  water  should  be  clean  and 
previously  boiled,  and  used  while  quite  warm.  The  patient's 
clothing  should  be  drawn  out  of  the  way,  and  the  extremities 
protected  with  blankets.  Care  must  be  taken  to  permit  free 
exit  of  the  return  flow  from  the  uterus.  A  piece  of  iodoform 
gauze  should  be  passed  into  the  uterus  and  left  until  the  next 
irrigation.  The  patient  having  been  carefully  rubbed  dry 
with  a  towel,  the  pad  is  applied,  and  she  is  returned  to  bed 
without  unnecessary  delay.  When  done  in  a  careful  and  gentle 
way,  with  water  at  the  proper  temperature,  the  patient's  com- 
fort is  enhanced,  and  the  improvement  in  her  symptoms  is,  as  a 
rule,  immediate.  The  principle  of  treatment  is  that  of  flushing 
and  drainage,  the  efficiency  of  which  has  been  demonstrated 
so  notably  in  similar  conditions  known  to  pelvic  surgery. 

Of  a  number  of  cases  of  puerperal  sepsis  treated  in  the 
primary  stages,  I  have  selected  the  following  to  illustrate  the 
efficiency  of  this  method  of  treatment :  Mrs.  G.  F.  A.,  aged 
twenty-eight  years,  mother  of  three  children,  was  confined  at 
her  home  in  the  country.  The  labor  was  uncomplicated,  and 
completed  without  any  notable  incident.  The  child  was  born 
on  Sunday.  On  Wednesday  she  was  seized  with  a  violent  chill, 
followed  by  high  fever,  with  pain  and  distention  in  the  belly. 
I  saw  her  for  the  first  time  on  Thursday  at  9  p.m.  The  physi- 
cian in  attendance  informed  me  that  he  had  visited  a  case  of 
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puerperal  fever  the  day  before  attending  this  lady,  and  believed 
that  he  bad  taken  sufficient  precautions  to  prevent  infection. 
The  pulse  was  123;  temperature,  103.5°  F. ;  the  face  flushed; 
tongue  dry;  lower  limbs  drawn  upward;  swelling  outlined 
the  uterus  and  broad  ligaments;  the  vagina  was  hot  and  the 
lochia  had  ceased.  The  patient  was  lifted  to  a  table  and  placed 
in  the  semi-prone  position.  The  perineum  was  retracted  with 
Sims's  speculum,  a  double-current  metal  catheter  was  intro- 
duced into  the  uterus  with  a  Davidson  syringe  attached.  The 
cavity  of  the  uterus  was  thoroughly  irrigated  with  warm  water. 
A  quantity  of  greenish  fluid,  containing  broken-down  clots 
and  placental  debris,  came  away.  The  irrigation  was  repeated 
every  four  hours  for  four  days.  Epsom  salt  was  administered 
daily.  The  improvement  was  marked  from  the  beginning  of 
the  treatment,  temperature  and  pulse  and  the  local  symptoms 
bearing  testimony  to  the  rapid  elimination  of  the  poison. 
Her  recovery  was  prompt,  and  that  it  was  complete  is  attested 
by  the  fact  that  two  years  afterward  she  gave  birth  to  another 
child. 

Of  course,  intra-uterine  irrigation  is  just  as  applicable  to  the 
early  stage  of  septic  infection  after  abortion  and  miscarriage 
as  alter  labor  at  term;  and  in  cases  in  which  manual  detach- 
ment of  the  placenta  has  been  necessary, its  use  maybe  supple- 
mented with  the  application  of  the  dull  curette  or  Simon's 
spoon. 


DISCUSSION. 

Dr.  AV.  W.  Potter,  of  Buffalo. — Mr.  President:  When  the  distin- 
guished Fellow  from  Kentucky  who  has  just  read  this  paj)er  announced 
its  title  to  me  by  letter,  I  felt  sure  that  he  would  write  something  of  a 
practical  nature  on  a  subject  of  great  practical  importance.  After 
listening  to  it  I  am  sure  every  person  in  the  room  will  recognize  the 
fact  that  by  the  manner  in  which  he  has  dealt  with  the  subject  he  has 
fully  reached  the  expectations  that  the  announcement  justified.  It 
seems  to  me  that  Dr.  McMurtry  struck  the  keynote  of  the  whole  ques- 
tion of  intra  uterine  irrigation  after  labor,  when  he  said  that  the  proper 
time  for  the  commencement  of  the  treatment  was  immediately  upon 
the  appearance  of  the  initial  symptoms  of  infection.    If  we  could 
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always  determine  when  the  initial  symptoms  present  themselves,  if 
there  was  some  infallible  sign  that  sounded  the  alarm  in  every  case, 
then,  I  have  no  doubt,  profiting  by  that  warning  and  putting  the 
method  into  immediate  use  would  result  in  a  greater  saving  of  life 
and  in  the  prevention  of  much  prolonged  and  serious  sickness. 

Very  properly,  very  importantly,  allusion  was  made  in  the  paper  to 
the  fact  that  the  text-book  authorities  present  no  definite  lines  for  the 
employment  of  this  method  of  treatment;  and  it  is  further  to  be  re- 
marked that  there  has  been  no  uniformity  of  opinion,  but  rather  much 
disagreement  among  them,  as  to  just  when  to  begin,  how  far  it  is  proper 
to  carry  it  on,  and  just  when  to  discontinue  it.  Hence  it  is,  that  in 
such  an  assemblage  as  this  such  a  paper,  laying  down  as  it  does  a  defi- 
nite guide  or  rule  of  action  for  the  employment  of  an  important  thera- 
peutic agent,  may  result  most  beneficially.  It  will  give  out  to  the 
world  an  authoritative  expression  of  belief  by  a  competent  observer, 
and  elicit  opinions  based  on  experience  from  other,  perhaps  equally 
competent,  men,  while  the  consensus  of  these  will  furnish  a  safe  guide 
for  the  hesitating  mind  in  the  parturient  chamber.  If  it  should  even 
set  those  who  may  be  opposed  to  intra-uterine  irrigation  to  thinking, 
it  may  in  this  way  also  do  some  good. 

I  have  been  so  long  an  advocate,  both  in  theory  and  practice,  of  this 
method  properly  carried  out — surgically  carried  out  as  was  insisted 
upon  in  the  paper,  carried  out  with  all  the  details  of  a  surgical  proce- 
dure— that  it  is  refreshing  to  hear  views  advocated  that  so  nearly 
reflect  my  own.  I  am  constantly  meeting  men  who  either  believe 
indifferently  in  the  measure — and  one  may  as  well  not  believe  in  it  at 
all  as  to  be  indifferent  toward  it — or  else  emasculate  it  by  half-hearted 
support,  that  I  have  been  delighted  with  the  forceful  presentation  of 
the  subject  by  the  author.  I  cannot  add  to  or  improve  upon  his  pres- 
entation of  the  subject,  but  I  thought  it  might  be  in  the  line  of  interest 
to  discuss  it  from  the  side  of  approbation.  It  has  been  claimed  by 
some  that  the  only  interest  lent  to  a  discussion  was  through  antagonism, 
and  I  have  even  known  men  to  oppose  a  theory,  to  antagonize  a  paper, 
or  to  dispute  an  author  merely  for  the  sake  of  antagonism,  rather  than 
for  the  purpose  of  evolving  truth.  It  seems  to  me  that  it  is  equally  as 
important  sometimes  to  discuss  a  paper  from  the  side  of  approbation ; 
hence  I  desire,  in  this  presence,  to  emphasize  with  all  the  cogency  of 
speech,  the  importance  of  employing  intra-uterine  irrigation  in  a  sur- 
gical way  in  every  case  where  there  is  even  a  possibility  of  infection. 
All  of  us  are  familiar  with  the  fact  that  infection  is  liable  to  follow  in 
the  wake  of  an  instrumental  delivery,  or  the  removal  of  an  adherent 
placenta,  or  after  an  abortion  with  retention  of  the  secundines ;  these 
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are  trite  examples  of  a  favoring  field  of  septic  invasion,  and  should 
admit  of  no  doubt  as  to  the  method  of  procedure.  But  there  are  other 
instances  and  conditions  where  sepsis  creeps  insidiously  into  the  vital 
current,  and  these  can  only  be  detected  through  the  most  patient,  care- 
ful watchfulness.  And  this  brings  me  to  say  that  great  importance 
attaches  to  the  attention  upon  a  puerperal  woman  ;  it  is  an  office  not 
to  be  assumed  lightly,  even  in  the  most  humble  chamber;  neither  is 
a  simple  case  of  labor  to  be  regarded  as  without  its  serious  measure  of 
responsibility,  until  all  danger  of  the  appearance  of  the  initial  symp- 
toms of  infection  has  passed.  In  even  such  apparently  safe  cases  the 
attendant  must  not  make  haste  to  discontinue  his  visits;  he  must  not 
say,  "  I  will  come  back  in  a  few  days  ; "  or  "  When  you  need  me  send  a 
message,"  for  no  man  may  know  when  the  infection  cometh,  and  it 
may  be  too  late  to  arrest  it  when  a  "  few  days"  have  passed,  or  the 
summons  of  the  parturient  comes.  I  lay  great  stress  upon  this  point: 
that  obstetricians  today  incur  a  fearful  and  mighty  responsibility,  one 
not  to  be  assumed  lightly  or  treated  indifferently,  but  to  be  taken  up 
seriously  and  carried  gravely.  There  is  more  light  on  the  subject  they 
deal  with  now  than  formerly,  and  the  importance  of  the  office  increases 
with  the  increase  of  knowledge. 

Finally,  it  may  be  affirmed  that  in  our  present  light,  with  our  pres- 
ent knowledge,  it  is  within  the  province  of  the  obstetrician  to  reduce 
the  fatality  from  septic  infection  in  the  puerperal  woman  to  an  almost 
infinitesimal  per  centum,  to  an  exiguity  that  the  previous  generation 
never  dreamed  of. 

Dr.  E.  E.  Montgomery,  of  Philadelphia. — We  are  certainly  under 
great  obligations  to  Dr.  McMurtry  for  the  excellent  presentation  of 
this  subject.  It  is  one  of  vital  interest,  for  upon  meeting  the  indica- 
tions and  arresting  the  influence  of  the  germs  at  this  early  stage  is 
dependent  the  future  comfort,  health,  and,  possibly,  life  of  the  indi- 
vidual. I  fully  indorse  what  he  has  said  as  to  the  importance  of  early 
uterine  irrigation ;  I  would  go  further  and  say  that  in  every  case  in 
which  the  infection  is  marked,  and  is  indicated  by  the  character  and 
severity  of  the  symptoms,  we  should  not  be  content  with  irrigation 
alone,  for  we  have  in  the  cavity  of  the  uterus  a  large  absorbing  sur- 
face— a  surface  that  is  covered  with  debris,  a  surface  in  which,  through 
the  heat  of  the  body  and  the  character  of  the  secretions,  germs  multi- 
ply with  great  rapidity,  and  their  products  are  taken  up  and  carried 
through  the  vessels,  carried  by  the  continuous  action  of  the  mucous 
membrane  into  the  tubes,  and  we  have  secondary  infection,  not  only 
in  the  tubes  and  ovaries,  but  we  may  have  systemic  infection  through 
absorption  of  their  products  into  the  blood.    It  is  important,  there- 
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fore,  early  to  render  this  surface  sterile,  and  prevent  the  development 
of  further  disease.  In  such  cases,  I  would  advocate  in  addition  to  irri- 
gation the  use  of  the  curette,  by  which  the  infected  debris  is  scraped 
off  and  removed ;  this  to  be  followed  by  irrigation  with  a  chemical 
solution  and  the  introduction  of  a  twist  of  iodoform  gauze  up  to  the 
fundus,  which  will  secure  perfect  and  complete  drainage  subsequently. 
Quite  recently  I  had  the  privilege  of  seeing  a  case,  which  I  reported 
in  a  paper  read  before  the  State  Medical  Society  of  Pennsylvania, 
where  a  young  woman  had  been  delivered  after  an  ordinarily  easy 
labor.  Not  less  than  a  week  subsequently,  her  temperature  ran  up  to 
103°,  and  a  few  days  later  had  reached  106°.  Intra-uterine  injections 
had  been  begun  in  the  first  conception  of  the  trouble,  and  in  spite  of 
their  use  this  marked  elevation  of  temperature  resulted.  I  was  invited 
to  see  her  to  determine  whether  infection  had  already  passed  into  the 
abdominal  cavity.  Careful  examination  failed  to  reveal  that  inflam- 
mation had  passed  beyond  the  uterus.  The  tissues  were  not  infiltrated  ; 
upon  introducing  the  finger  into  the  cavity  of  the  uterus,  and  dilating 
the  internal  os,  there  was  at  once  an  unpleasant  odor  distinguished. 
I  carefully  curetted  this  patient  with  the  finger  and  with  the  curette, 
removing  as  far  as  possible  the  debris  from  the  cavity  of  the  organ ; 
then  irrigated  with  an  antiseptic  solution  ;  introduced  a  gauze  drain  to 
the  fundus,  which  was  permitted  to  remain  forty-eight  hours.  The 
temperature  of  the  patient  subsided  and  in  forty-eight  hours  was  nor- 
mal, which  continued  for  fifty-four  hours,  after  which  it  varied  from 
99°  to  101°  for  nearly  four  weeks,  when  the  temperature  again 
mounted  to  106°.  When  I  was  called  a  second  time  I  failed  to 
find  any  evidence  of  pelvic  infection  beyond  the  uterine  cavity.  I 
again  dilated  the  uterus,  but  failed  to  find  anything  within  the  organ 
to  determine  the  cause.  I  suggested  that  it  was  best  to  postpone  any 
further  operative  work  other  than  the  uterine  irrigation,  in  order  to 
determine  whether  the  condition  could  not  be  due  to  some  secondary 
disturbance  and  would  subside.  It  remained,  however,  at  the  high 
point.  I  saw  her  two  days  later,  and  at  a  loss  what  else  to  do  opened 
the  abdomen.  We  had  inferred  there  was  a  possibility  of  some  infec- 
tion on  the  right  side.  The  right  ovary  and  tube  were  raised  up,  and 
with  the  exception  of  the  ovary  being  about  twice  its  normal  size 
nothing  was  found.  The  left  ovary  was  four  times  its  normal  size, 
with  a  flake  of  lymph  on  its  anterior  surface,  and  with  a  flake  of  simi- 
lar character  protruding  from  the  orifice  of  the  tube.  The  tube  was 
not  enlarged,  nor  was  there  any  indication  of  it  beyond  the  lymph 
protruding  from  its  orifice.  I  then  examined  carefully  about  the 
uterus  in  order  to  determine  the  possibility  of  some  point  of  suppura- 
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tion  within  its  walls.  This  examination  was  also  negative.  The  ovaries 
were  then  removed  ;  after  the  operation  was  completed  they  were  sub- 
jected to  examination,  when  the  left  ovary  was  found  to  contain  about 
a  teaspoonful  of  greenish  pus ;  the  right  was  simply  edematous.  The 
patient's  temperature  soon  subsided  and  became  normal.  She  recov- 
ered her  health  and  has  since  been  in  excellent  condition.  In  this 
patient  we  had  unquestionably  septic  infection,  which  had  begun  in 
the  uterus  and  traveled  through  the  tube,  a  secondary  disease  had 
formed  in  the  ovary,  and  here  was  a  case  in  which  a  sacrificial  opera- 
tion was  rendered  necessary  ;  so  that  I  say  that  the  writer  in  presenting 
this  paper  has  done  us  a  great  favor  in  offering  us  a  subject  that  is  of 
very  vital  importance. 

Dr.  George  H.  Rohe,  of  Baltimore. — It  is  my  conviction,  based 
upon  observation  and  some  personal  experience,  that  the  practitioner 
who  is  in  doubt  about  antisepticism  in  obstetrics  will  lose  nearly  as 
many  patients  from  septic  troubles  as  one  who  disbelieves  in  that 
method.  If  there  is  any  one  thing  necessary  in  practising  obstetric 
asepsis  it  is  a  firm  belief  that  it  is  absolutely  necessary  in  every  case. 
Consequently,  it  has  been  well  said  that  the  time  to  begin  treating 
sepsis  in  a  lying-in  woman  is  before  she  is  septic.  But  I  believe  that 
even  after  the  septic  condition  has  been  established,  as  Dr.  McMurtry 
has  shown  in  the  case  related,  a  thorough  carrying  out  of  antiseptic 
practice  will  result  in  success  in  a  large  majority  of  cases.  Anyone 
who  has  ever  seen  the  interior  of  the  uterus  of  a  woman  who  has  died 
of  septic  infection  after  delivery  will  appreciate  the  importance  of,  not 
superficial  measures,  not  an  injection  now  and  then,  even  thoroughly 
made — not  merely  that,  but  also  the  use  of  some  chemical  disinfectant 
which  will  inhibit  the  rapid  multiplication  of  the  germs.  I  have 
been  in  the  habit  of  telling  my  internes  at  the  Maternite,  in  Baltimore, 
that  the  thinking  interne  was  a  very  dangerous  man ;  that  unless  he 
observed  absolutely  and  believed  absolutely  as  an  article  of  faith  in 
the  instructions  that  were  formulated,  he  would  be  a  dangerous  man, 
liable  to  bring  the  practice  and  method  of  antisepsis  into  disrepute. 
I  am  sure  that  in  every  case  that  has  occurred  for  which  I  was  respon- 
sible for  the  past  two  years,  where  septic  conditions  resulted  or  where 
death  resulted  in  consequence  of  septic  infection,  the  fault  lay  not  with 
the  method,  but  with  the  way  in  which  the  method  was  carried  out. 
The  physician  who  simply  believes  in  a  half-hearted  way  in  antisepsis 
or  asepsis  is  likely  to  do  as  much  damage  to  the  parturient  woman  as 
the  one  who  disbelieves  altogether. 
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Dr.  J.  Henry  Carstens,  of  Detroit.— I  perfectly  agree  with  the 
paper  of  Dr.  McMurtry.  I  think  it  has  been  pretty  well  settled  that 
we  had  better  let  alone  the  ordinary  cases,  but,  where  symptoms  de- 
velop, it  is  well  to  start  irrigation  very  early,  as  Dr.  McMurtry  has 
said  ;  but  there  are  cases  where  the  temperature  rises  up  to  103°  or 
104°  or  105°,  where  the  irrigation  has  no  effect  at  all,  even  if  you 
irrigate  every  three  hours,  every  two  hours,  or  every  hour.  There  is 
no  debris  there ;  nothing  wrong  with  the  uterus ;  the  physician  or  mid- 
wife who  attended  the  woman  was  aseptic,  and  still  that  woman  has 
puerperal  fever.  What  earthly  good  is  your  irrigation  when  your 
temperature  does  not  go  down  and  your  patient  does  not  improve? 
Those,  I  suppose,  are  cases  of  auto-infection,  in  which  the  woman  does 
not  know  where  she  gets  the  poison.  In  the  light  of  the  last  few 
years  we  see  where  they  get  it.  We  know  that  when  women  have 
disease  of  the  tubes,  be  it  tubercular  or  gonorrheal  pus  or  ordinary 
pus,  a  latent  disease  of  the  tubes,  which  the  act  of  parturition  will 
cause  to  break  out  in  full  force,  or  will  cause  a  rupture  of  the  tube, 
and  thus  set  up  a  violent  septic  process,  you  may  wash  all  you  like, 
but  it  does  not  help  any.  These  are  the  cases  where  Dr.  Montgom- 
ery's plan  of  laparatomy  comes  in. 

I  think  we  ought  to  have  it  before  our  minds  that  there  are  cases 
which  are  due  to  a  poison  that  is  introduced  from  without  by  the 
physician  or  nurse,  and  there  are  other  cases  where  the  cause  is  within 
the  patient,  and  may  have  been  lying  latent  for  years,  simply  needing 
something  to  cause  the  explosion.  You  will  find  there  are  cases 
where  irrigation  does  good,  and  other  cases  where  it  is  of  no  avail,  but 
which  require  laparatomy. 

Dr.  E.  W.  Cushing,  of  Boston. — I  would  wish  in  confirmation  of 
what  the  last  speaker  has  said  to  briefly  report  a  somewhat  peculiar 
case  of  what  apparently  must  have  been  auto-infection.  Some  four 
years  ago  a  young  woman  was  married,  and  there  was  little  doubt 
that  she  received  infection  from  her  husband.  Within  a  week  she 
was  taken  with  violent  symptoms,  and  for  three  months  suffered  every- 
thing. I  removed  one  tube  full  of  pus.  The  other  tube,  although 
there  was  a  little  adhesion,  seemed  in  good  order,  and  I  left  it,  hoping 
she  might  have  a  child.  She  did  have  a  child  last  winter,  nearly  three 
years  later,  and  within  a  week  from  the  time  of  delivery  she  was 
seized  with  violent  symptoms  of  puerperal  inflammation.  As  the 
physician  in  charge  was  a  very  careful  man,  there  is  no  reason  to 
suppose  that  anything  was  omitted  in  her  care;  she  had  a  good 
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nurse,  and  everything  was  done  which  is  ordinarily  done  to  prevent 
septic  infection  after  delivery.  After  inflammatory  symptoms  oc- 
curred, irrigation  of  the  uterus  was  used,  but  was  of  no  advantage. 
She  was  very  ill,  and  hung  between  life  and  death  about  a  month. 
When  I  was  called  in,  recognizing  the  fact  that  she  had  had  gonor- 
rheal trouble,  and  that  there  was  possibly  some  disease  of  that  kind, 
and  as  I  found  a  mass  in  the  region  of  the  remaining  tube,  I  performed 
a  laparotomy.  I  removed  a  pus  tube  on  that  side.  It  seems  to  me 
that  there  had  been  some  latent  trouble  in  the  tube  which  was  not 
sufficient  to  prevent  impregnation,  but  which  was  sufficient  to  cause 
the  explosion  soon  after  the  delivery.  I  recently  read  a  report  of  a 
case1  where  there  was  an  abscess  in  one  tube  (the  other  having  been 
previously  removed),  which,  notwithstanding,  did  not  prevent  impreg- 
nation. It  seems  clear  that  trouble  might  exist  in  one  wall  of  the 
tube  in  such  a  way  as  not  to  prevent  impregnation,  but  sufficient  to 
set  up  septic  trouble  after  delivery.  I  report  this  case  of  mine  for 
what  it  is  worth. 

I  saw  another  case  of  puerperal  inflammation  not  long  ago,  where 
it  was  not  known  what  the  cause  was,  where  I  was  informed  every- 
thing had  been  done  as  carefully  as  possible  during  and  after  labor. 
The  woman  soon  after  developed  septic  symptoms.  Intra-uterine 
irrigation  was  used,  but  did  very  little  good.  She  was  very  ill  for 
three  or  four  weeks ;  then  had  a  tremendous  chill,  and  the  temper- 
ature went  up  to  105°.  I  made  up  my  mind  that  nothing  else  would 
be  of  any  use,  and  performed  laparotomy.  The  left  tube  and  the  left 
cornu  of  the  uterus  itself  contained  pus.  It  was  very  difficult  to  de- 
termine what  was  tube  and  what  was  uterus.  It  was  almost  impossible 
to  find  any  line  of  demarcation.  I  was  able  to  shell  out  this  tube 
and  scrape  out  the  cornu  of  the  uterus,  leaving  no  pedicle  at  all,  but 
surfaces  that  had  to  be  brought  together  by  sutures.  It  was  well  dis- 
infected, and  thus  the  focus  of  the  disease  was  removed.  The  woman 
made  a  very  good  recovery,  and  is  entirely  well.  As  far  as  my  expe- 
rience with  three  such  cases  goes,  it  is  not  so  easy  to  separate  the  tube 
from  the  uterus  as  in  an  ordinary  case  of  salpingitis. 

I  saw  one  other  case  in  which  an  operation  was  performed  four 
weeks  after  delivery,  where  there  was  a  focus  of  disease  appearing  to 
have  been  in  the  left  tube,  which  was  utterly  indistinguishable  from 
the  uterus  by  inspection  or  by  feeling.  It  was  only  by  very  careful 
work  that  the  tube  was  dissected  out,  and  even  then  there  was  a  very 

1  Case  of  Dr.  Evans,  Ann.  of  Gyn.  and  Ped.,  September,  1891. 
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bad  injury  of  the  uterus  from  doing  it.  In  that  case  the  infection  had 
apparently  spread,  following  up  the  connective  tissue  of  the  bowel,  so 
that  the  mesocolon  on  the  left  side  for  several  inches  above  the  site  of 
the  disease  was  thickened,  and  the  wall  of  the  colon  was  as  thick 
as  a  little  finger.  The  woman  died,  and  it  was  possible  to  examine 
microscopically  this  tissue  around  the  colon.  There  were  everywhere 
little  foci  or  commencing  abscesses,  showing  apparently  that  the  dis- 
ease had  not  only  affected  the  tube  on  that  side,  but  had  infected  the 
connective  tissue  on  the  left  side,  the  right  side  being  perfectly  normal. 
It  had  then  followed  its  way  up  along  the  connective  tissue,  and  had 
got  into  the  connective  tissue  of  the  mesocolon  and  the  wall  of  the 
colon,  and  microscopically  little  foci  of  infection  were  shown  scattered 
all  through  it.  These  were  aggregations  of  small  round  cells,  repre- 
senting the  points  of  origin  of  the  little  abscesses  which  were  visible  to 
the  naked  eye,  and  in  many  places  resembling  a  sarcomatous  infiltra- 
tion. It  was  obvious  that  no  operation  could  save  the  woman,  and  I 
supposed  it  was  a  case  of  malignant  disease  until  the  microscopic 
examination  disclosed  the  real  condition. 

I  am  glad,  therefore,  that  this  point  has  been  brought  out  in  the 
discussion — that,  however  valuable  early  irrigation  may  be,  in  which 
procedure  I  have  every  confidence,  yet  there  are  some  cases  where 
irrigation  does  not  have  the  desired  effect;  in  which  cases  I  do  not 
know  of  anyone  who  would  agree  more  readily  than  Dr.  McMurtrv 
that  it  is  necessary  to  perform  laparatomy. 

The  President. — I  had  not  intended  to  take  part  in  this  discus- 
sion, but  the  Secretary  has  asked  me  to  add  a  few  words.  [  can  say 
that  I  entirely  indorse  the  statements  expressed  in  the  paper.  I  con- 
sider the  subject  of  the  utmost  importance.  I  do  not  know  of  any- 
thing in  the  art  of  obstetrics  that  has  given  me  more  anxious  thought 
than  this  question  of  antisepsis.  I  may  say  that  in  my  practice  in  the 
lying-in  hospital,  and  in  private  practice,  it  is  my  habit  to  use  the 
intra-uterine  irrigation  very  seldom.  I  look  upon  it  as  an  evil  in 
it?elf,  as  capable  of  doing  a  certain  amount  of  harm,  and  of  course  I 
try,  as  we  all  do,  to  avoid  the  necessity  for  it.  However,  the  necessity 
sometimes  arises,  and  when  it  does  I  certainly  do  not  scruple  at  once  to 
wash  out  the  interior  of  the  uterus. 

In  my  experience,  as  far  as  I  have  seen  irrigation  carried  out  by 
general  practitioners,  I  have  been  sometimes  rather  horrified  at  the 
miserable,  careless,  and  indifferent  way  it  is  done.  Lam  very  glad  to 
hear  so  much  emphasis  given  to  the  point  that  we  must  be  very  careful. 
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I  feel  that  it  is  one  of  the  most  difficult  things  to  teach  hospital 
students  how  to  do  this  properly.  I  look  upon  the  subject  in  this 
way.  We  must  not  expect  too  much  from  irrigation.  There  are 
three  classes  of  cases.  There  is  a  class  of  cases  where  the  poison  is 
slow  in  action,  and  by  means  of  irrigation,  combined  sometimes  with 
the  use  of  the  curette,  we  can  accomplish  a  great  deal.  Those  are 
the  cases  where  it  should  be  pushed — where  it  should  be  commenced 
early,  and  carried  out  thoroughly.  There  is  another  class  of  cases 
where  the  dose  of  poison  is  so  great,  the  nerve  centres  are  so  affected, 
that  no  washing  or  anything  else  does  any  good.  Those  are  the  cases 
that  die  in  a  few  days  by  that  extremely  hateful  form  of  septicemia, 
the  rapid  form.  That  is  the  same  class  of  septicemia  that  kills  our 
patients  so  quickly  in  other  conditions.  However,  in  that  class  of 
cases  this  is  one  of  the  methods  that  must  always  be  adopted.  There 
is  another  class  of  cases  to  which  reference  has  been  made,  where 
the  poison  has  been  present  for  a  long  time,  probably  for  months. 
Then  the  irrigation,  of  course,  may  do  some  good,  but  do  not  expect 
too  much  from  it ! 

I  had  a  case  of  septicemia  a  little  over  three  years  ago,  in  the 
Burnside  Hospital,  Toronto.  A  young  unmarried  girl  was  evidently 
septicemic  for  some  time  before  delivery.  The  temperature  was  up, 
and  she  had  a  rapid  pulse  and  other  prominent  symptoms  of  sep- 
ticemia while  in  the  hospital  nine  days  before  delivery.  After 
delivery  the  septicemia  continued,  showing  as  its  principal  symptom 
phlegmasia  dolens,  which  in  my  opinion  is  always  a  form  of  sep- 
ticemia. She  died  in  about  six  weeks.  Irrigation  and  curetting 
were  used.  The  ordinary  treatment  was  carried  out,  but  without 
avail.  The  post-mortem  showed  an  old  long-standing  abscess  in  the 
pelvis.  The  parts  on  one  side  were  all  matted  together.  It  was  an 
exceedingly  instructive  case  to  me.  What  should  have  been  done? 
Was  she  after  delivery  in  a  fit  condition  for  an  abdominal  section  ? 
Yes,  undoubtedly,  she  was.  I  do  not  think  that  the  section  itself 
would  have  been  a  matter  of  much  account.  Of  course,  the  difficulties 
connected  with  the  operation  I  need  not  discuss  here,  but  in  such  a 
case  as  that  the  section  should  have  been  done.  Yet,  of  course,  these 
cases  are  very  difficult  to  form  an  opinion  on. 

In  our  country  we  find  there  is  great  opposition  to  what  they  call 
"  cutting  a  woman  open,"  both  in  hospital  and  private  practice.  We 
have  not  the  same  authority  over  our  hospital  patients  that  you  have 
in  some  of  your  hospitals  in  this  country.  We  have  to  respect,  or  in 
some  cases  yield  to,  the  scruples  of  those  who  are  opposed  to  modern 
methods  in  surgery. 
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Although,  as  I  have  indicated,  it  has  not  been  my  experience  to  see 
many  striking  instances  of  good  done  by  intra-uterine  irrigation  after 
labor,  still  I  believe  that  there  is  a  certain  class  of  cases  that  derive  a 
great  deal  of  benefit  from  it,  and  in  those  the  patients  should  be  given 
all  the  advantage  that  can  be  received  from  the  most  thorough  methods 
of  carrying  it  out. 

Dr.  James  F.  W.  Ross,  of  Toronto. — I  agree  with  Dr.  McMurtrv  s 
paper  in  a  good  many  of  the  points,  but  I  must  disagree  with  him 
when  he  says  that  he  thinks  ordinary  water  used  as  an  injection  is  as 
good  as  some  antiseptic  solutions.  My  own  experience  with  intra" 
uterine  irrigation  has  not  been  as  favorable  as  I  would  like.  Two 
cases  of  puerperal  septic  trouble  coming  under  my  notice  within  the 
last  two  years  have  been  treated  after  the  method  spoken  of  by  Dr. 
Montgomery.  That  is,  I  have  packed  the  uterine  cavity  through  a 
speculum,  and  in  this  way  attempted  to  control  the  formation  of  the 
poisonous  ptomaines  in  the  cavity.  In  a  case  of  adherent  placenta 
the  temperature  reached  103°,  pulse  120,  and  in  forty-eight  hours 
temperature  and  pulse  both  dropped.  This  packing  I  removed  every 
twenty-four  to  forty -eight  hours,  and  I  thought  it  would  control  septic 
poison  as  well  as  intra-uterine  irrigation.  One  reason  why  I  used  it 
was  that  I  had  no  confidence  in  the  nurse  who  was  attending  the  case. 
Both  cases  were  in  the  country,  where  the  doctor  could  not  readily  be 
with  them  every  few  hours,  and  I  advised  this  method  of  treatment 
partly  on  this  account.  Where  intra-uterine  irrigation  fails  and  intra- 
uterine applications  of  antiseptic  material  fail,  the  failure  is  not  neces- 
sarily due  to  the  method.  In  my  paper  this  afternoon  I  shall  bring  up 
before  you  my  ideas  with  regard  to  certain  obscure  cases  of  puerperal 
fever. 

Within  the  past  year  I  have  opened  two  abdomens,  and  these  cases 
are  examples  of  two  different  sets.  In  the  one  case  the  woman  had 
gonorrheal  infection  from  her  husband.  Four  weeks  after  labor 
gonorrheal  peritonitis  of  the  most  virulent  form  developed.  Our 
President  assisted  me  in  opening  the  abdomen,  when  the  woman  was 
almost  moribund.  At  the  time  of  opening  the  abdomen  I  was  amazed 
at  the  absence  of  pus  in  the  abdominal  cavity  and  the  presence  of 
most  intense  redness  over  the  peritoneum,  the  ovaries  and  tubes  were 
almost  purple  in  color,  and  the  bowels  were  in  parts  gangrenous,  so 
that  they  almost  ruptured.  In  this  case  laparatomy  and  drainage 
would  certainly  have  done  no  good,  even  if  done  early.    In  another 
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case  of  septic  peritonitis  following  miscarriage,  I  opened  the  abdomen , 
unfortunately  when  it  was  too  late.  The  abdomen  was  filled  with 
horribly  stinking  pus. 

I  have  under  my  care  at  home  at  present  one  case  of  puerperal 
septicemia,  due  to  the  inflammation  of  a  uterine  fibroid,  this  inflam- 
mation following  miscarriage.  I  am  quite  convinced  that  many  of 
the  cases  of  puerperal  infection  are  due  to  suppuration  occurring  in 
fibroid  tumors.  In  such  cases  irrigation  or  any  other  method  will  not 
be  always  efficacious.  Many  such  cases  will  die,  and  the  blame  will 
rest  on  the  attending  physician. 

Dr.  Carstens. — I  would  like  to  know  what  you  would  call  those 
cases  where  the  tube  ruptures?  The  point  I  wanted  to  make  in  my 
remarks  was  this :  that  if  a  woman  has  puerperal  fever,  you  have  a 
perfect  right  to  hold  the  physician  or  the  nurse,  or  anybody  who  has 
handled  her,  responsible  with  having  contaminated  her — that  such  is 
the  case  nine  times  out  of  ten.  Yet  there  are  rare  cases  where  the 
physician  was  perfectly  aseptic,  but  the  woman  had  a  pus  tube  that 
ruptured,  and  she  has  puerperal  fever  as  a  result.  The  common 
people  do  not  know  whether  that  was  one  thing  or  the  other. 
Those  I  call  auto-infection, — where  the  woman  has  carried  it  for 
some  time,  and  the  labor  completed  it.  The  physician  and  nurse 
may  be  innocent,  but  the  people  might  lay  it  to  the  physician,  that 
he  was  not  aseptic. 

The  other  point  I  wanted  to  make  was  simply  this :  In  those  cases 
(that  is,  a  diagnostic  point)  in  which  we  irrigate  the  uterine  channel 
without  relief,  then  we  have  cases  such  as  Dr.  Montgomery  has  called 
attention  to ;  these  are  proper  cases  for  laparatomy,  and  the  sooner  it 
is  done  the  better. 

Dr.  McMurtry  (closing  the  discussion). — It  is  not  the  purpose  of 
my  paper  to  recommend  the  routine  use  of  intra-uterine  irrigation 
after  labor.  On  the  contrary,  I  believe  such  treatment  in  simple ? 
uncomplicated  cases  of  labor  unnecessary  and  possibly  harmful  if  not 
carefully  applied.  Neither  is  it  my  purpose  to  deal  with  the  prophy- 
laxis of  puerperal  sepsis,  but  only  to  emphasize  the  value  of  this 
treatment  in  the  initial  stages  of  puerperal  infection. 

Dr.  Carstens  has  alluded  to  a  class  of  cases  which  should  not  be 
considered  in  connection  with  this  method — that  is,  the  fulminant 
form  of  puerperal  sepsis,  which  are  in  fact  cases  of  sapremia,  and 
which  no  treatment  can  resist.    The  class  of  cases  mentioned  by  Dr. 
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Cushing  are  scarcely  within  the  scope  of  the  discussion.  There  is  no 
such  condition  as  auto-infection  of  a  woman  after  labor.  Cases  of 
tubal  disease  and  ovarian  abscess  constitute  a  class  where  disease 
capable  of  infection  existed  prior  to  labor  and  are  complications  of 
the  puerperal  state.  Moreover,  the  treatment  of  these  cases  by  ab- 
dominal section  is  the  application  in  another  way  of  the  principle*  of 
treatment  advocated  in  my  paper. 


IS  A  CHILD  VIABLE  AT  SIX  AND  A  HALF 

MONTHS  ? 


By  LLEWELLYN  ELIOT,  M.D., 

WASHINGTON. 


It  is  generally  conceded,  that  children  born  before  the 
termination  of  the  sixth  month  are  not  viable ;  in  other 
words,  are  not  capable  of  an  independent  existence. 

This  is  a  question  bearing  more  directly  upon  medical  juris- 
prudence than  upon  obstetric  medicine,  and  is  considered  at 
length  in  works  upon  forensic  medicine. 

"While  the  medical  man,  in  such  cases,  bases  his  opinion 
upon  a  study  of  the  development  of  the  child  and  a  consider- 
ation of  the  history  of  the  gestation,  the  jurist  argues  from  a 
consideration  of  extraneous  points,  and  a  distortion  of  the 
medical  evidence.  It  is  just  here  that  the  wisdom  of  the 
French  law  presents  itself :  under  this  law  a  child  born  one 
hundred  and  eighty  days  after  wedlock  is  to  be  considered 
not  only  viable  but  legitimate,  and  entitled  to  all  its  social  and 
legal  rights.1  The  operation  of  this  law  will,  without  doubt, 
oftentimes  afford  concealment  of  guilt  and  the  recognition  of 
illegitimate  children;  still,  it  is  not  a  just  law,  as  it  excludes 
the  possibility  of  the  viability  of  a  child  born  previous  to  this 
period,  since  under  peculiar  circumstances  of  constitutional 
development,  of  which  the  law  takes  no  cognizance,  such  a 
premature  child  might  survive. 

In  discussing  this  question  from  an  obstetric  standpoint,  the 

1  The  old  Roman  law  requires  one  hundred  and  eighty  days,  the  Scotch  law  one 
hundred  and  sixty-eight  days.  England  and  the  United  States  have  no  law  upon 
the  subject,  so  I  am  informed. 
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moral  character  of  the  woman  is  hut  a  silent  factor — it  may  be 
irreproachable,  or  it  may  be  of  the  worst  possible  description — 
for  the  development  of  the  fetus  goes  on  independently  of 
moral  character.  Neither  do  the  circumstances  attending  the 
birth  influence  us,  for  the  stages  of  development  are  marked 
at  all  stages  of  the  gestation,  and  are  familiar  to  the  student 
of  embryology. 

A  child  born  at  one  hundred  and  eighty  days  is  distinctly 
formed,  and  its  development  is  about  as  follows  :  It  measures 
from  nine  to  twelve  and  a  half  inches ;  weighs  from  one  to 
two  pounds ;  the  liver,  the  bladder,  the  kidneys,  the  tongue, 
the  larynx,  the  thyroid  gland,  the  brain,  the  heart,  the  lungs, 
and  the  lymphatics  have  been  formed  and  are  ready  to  perform 
their  functions;  the  skin  presents  some  appearance  of  fibrous 
structure;  the  eyelids  are  agglutinated  and  the  membrana 
pupillaris  remains;  the  eyelashes  have  been  formed  ;  the  funis 
is  inserted  a  little  above  the  pubis;  the  face  is  of  a  purplish- 
red;  vernix  caseosa  is  present;  a  little  down  is  seen  on  the 
head;  meconium  passes  through  a  great  portion  of  the  intes- 
tinal canal ;  sacculi  begin  to  appear  iu  the  colon  ;  liver  dark- 
red  ;  gall-bladder  contains  serous  fluid;  testicles  appear  in 
the  abdomen  and  begin  to  move  toward  the  inguinal  ring; 
clitoris  prominent;  the  nails  may  be  distinguished,  and  many 
points  of  ossification  are  found.  The  child  is,  in  a  measure, 
viable. 

I  have  collected,  after  a  fairly  satisfactory  search  of  the 
available  literature  on  file  in  the  library  of  the  Office  of  the 
Surgeon-General  of  the  U.  S.  Army,  two  hundred  and  four 
cases  of  early  viability,  of  periods  of  gestation  ranging  from 
four  months  to  eight  months. 

Of  the  cases  born  at  less  than  five  months,  it  is  stated  in  the 
reports,  1  lived  twelve  months,  1  lived  twenty-one  months,  1 
lived  twelve  years,  1  lived  to  adult  age,  and  1  lived  eighty 
years — this  last  being  the  case  of  Fortunio  Liceti.  Of  those 
born  at  or  in  the  fifth  month,  1  lived  sixteen  months,  1  lived 
three  and  a  half  years,  1  lived  seven  years,  1  lived  twelve 
years,  and  1  lived  to  old  age — this  last  case  being  Cardinal 
Richelieu.  Of  those  born  at  or  in  the  sixth  month,  2  lived 
one  year,  1  lived  one  and  a  half  years,  4  lived  two  years,  2 
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lived  ten  years,  1  lived  fourteen  years,  2  lived  fifteen  years,  1 
lived  eighteen  and  a  half  years,  6  lived  to  adult  life,  and  1 
lived  some  years.  Of  those  born  at  or  in  the  seventh  month, 
1  lived  eight  years,  1  lived  sixteen  years,  and  3  lived  to 
maturity.  In  the  other  cases  not  mentioned,  a  glance  at  the 
table  will  show  how  long  each  child  survived,  so  it  is  not 
necessary  to  particularize  them  here. 

The  cases  of  most  interest  are  those  recorded  as  having  a 
period  of  utero-gestation  covering  less  than  six  months,  and  in 
these  cases  the  plea  of  superfetation  is  likely  to  be  advanced, 
but  I  do  not  think  upon  tenable  grounds,  and  for  this  reason: 
in  the  first  case,  that  in  the  family  of  Cecil  James  Gordon,  the 
second  delivery  was  one  hundred  and  twenty-seven  days  after 
the  first,  and  one  hundred  and  twenty  days  after  coition.  I 
do  not  think  a  second  fetus,  even  admitting  the  plea  for  the 
sake  of  argument,  could  by  any  possible  means  have  remained 
in  the  uterus  unharmed  during  the  manipulations  necessary 
to  the  successful  management  of  a  confinement.  "When  we 
remember  the  fact  that  we  must  have  a  contracted  uterus  and 
a  certain  amount  of  lochial  discharge  in  every  delivery,  the 
justice  of  my  denial  of  this  plea  is  apparent;  and  when 
we  further  remember,  that  in  a  miscarriage  or  an  abor- 
tion, use  whichever  term  we  choose,  where  there  is  twin 
conception,  if  one  ovum  is  discharged  the  second  one  will 
invariably  follow  in  a  few  days,  or  be  passed  before  the  com- 
pletion of  term,  if  we  have  not  already  removed  it  with  the 
curette. 

The  fetus  derives  its  nourishment  from  the. maternal  blood 
through  the  placenta,  and  anything  which  affects  the  mother's 
nutrition  affects  that  of  the  fetus ;  recognizing  this  fact,  we 
are  prepared  for  the  birth  of  badly  developed  premature 
children. 

The  following  are  the  brief  histories  of  three  cases  of  early 
viability  occurring  in  my  practice : 

Case  I. — Elizabeth  D.  C,  white,  born  in  D.  C-,  aged  twenty-three  years, 
of  good  history,  menstruated  from  the  22d  to  the  27th  of  November,  and 
was  delivered  of  a  female  child  on  the  8th  of  June,  being  but  six  months 
and  eleven  days  after  menstruation.  The  labor  was  easy  and  lasted  ten  and 
a  half  hours.    The  child  was  very  small  and  feeble  ;  did  not  nurse,  but  was 


44 


LLEWELLYN  ELIOT, 


fed  with  milk  and  water  for  a  few  days,  when  it  took  the  breast,  the  milk 
being  continued.  This  child  was  living  at  four  months,  when  I  lost  sight  of 
it.    This  was  the  woman's  first  pregnancy. 

Case  II. — Margaret  R.  W.,  white,  born  in  Missouri,  aged  twenty-three 
years,  of  nervous  temperament,  menstruated  from  the  15th  to  the  19th  of 
September,  and  was  delivered  of  a  male  child  on  the  20th  of  April,  being 
seven  months  and  one  day  after  menstruation.  Her  menstrual  history 
showed  a  regularity  in  the  periods  and  a  proper  quantity.  Her  general 
health  was  good,  although  inclined  to  attacks  of  nervous  depression. 

After  one  of  these  attacks  of  unusual  severity,  she  experienced  pain  in  the 
back  with  other  symptoms  of  labor.  At  ten  o'clock  on  the  morning  of  the 
19th  of  April,  these  pains  continuing,  a  vaginal  examination  was  made, 
showing  a  softening  and  dilating  os  ;  head  presenting.  The  pains  continued 
with  more  or  less  severity  until  the  evening  of  the  20th,  when  she  was  de- 
livered naturally  of  a  male  child,  which  was  living  and  cried.  The  cord  was 
not  tied  until  its  pulsations  had  ceased.  The  placenta  did  not  come  away 
readily,  and  the  hand  was  introduced  to  remove  it. 

Examination  of  the  child  showed  the  body  and  head  small,  the  skull 
bones  soft,  frontal  and  other  sutures  open  ;  the  toe-nails  had  not  developed, 
finger-nails  developing,  testicles  had  not  descended.  Weight,  one  and  three- 
quarters  pounds ;  length,  ten  inches.  It  was  well  wrapped  up  and  placed 
near  the  fire.  After  the  mother  had  been  washed  and  made  comfortable, 
attention  was  paid  to  the  child,  which  was  found  to  be  lively.  With  but 
little  expectation  of  its  surviving,  it  was  carefully  washed,  rubbed  with  cod- 
liver  oil  and  given  milk  and  water  by  the  spoonful.  This  was  the  woman's 
first  pregnancy. 

The  inunctions  were  repeated  morning  and  evening  and  the  milk  and 
water  continued  every  hour  or  so,  just  as  the  child  would  take  it.  On  the 
fourth  day  it  took  the  breast;  the  milk  was  now  discontinued,  but  the  inunc- 
tions were  continued.  The  child  soon  began  to  thrive  and  is  now  living  and 
hearty. 

Case  III. — Rosa  H.  E.,  white,  born  in  D.  C.,  aged  thirty-four  years,  of 
good  health,  menstruated  from  the  18th  to  the  21st  of  February,  and  was 
delivered  of  a  male  child  on  the  6th  of  October,  being  seven  months  and 
fifteen  days  after  her  last  menstruation.  Child  very  small  and  feeble; 
cyanosed  ;  could  not  be  made  warm  ;  could  not  nurse  ;  given  milk  and  water, 
which  he  swallowed  with  difficulty  ;  cried  very  feebly,  and  died  on  the  fourth 
day.  This  was  the  woman's  fourth  child  and  was  born  after  a  labor  of  six- 
teen hours. 

The  moral  character  of  these  women,  so  far  as  could  be  ascertained,  was 
beyond  question. 

The  conclusions  which  I  wish  to  draw  from  a  study  of  this 
subject,  as  presented  by  the  cases  forming  my  table,  are  as 
follows  : 
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1st.  A  child,  under  peculiar  circumstances  of  development, 
is  viable  at  four  months. 

2d.  A  child  is  viable  at  six  and  a  half  months. 

3d.  The  moral  character  of  the  parents  has  nothing  to  do 
with  the  birth  of  a  premature  child  when  considered  from  a 
standpoint  of  constitutional  development. 

4th.  Obstetricians  should  strive  to  convince  jurists  of  these 
facts. 
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DISCUSSION. 


DISCUSSION. 

Dr.  Henry  0.  Marcy,  of  Boston. — Mr.  President :  The  question 
that  we  have  presented  to  us  seems  to  me  to  be  one  of  marked  interest, 
especially  if  we  take  a  side  view  of  it.  It  not  only  teaches  us  how 
long  a  child  can  live,  but  what  we  should  do  to  make  a  child  live. 
That  I  would  like  to  have  the  author  enlarge  upon.  A  case  in  my 
practice  illustrates  the  latter  point :  A  woman  of  German  parentage, 
who  had  been  a  rather  prominent  character  upon  the  stage,  married 
very  early,  and  became  a  confirmed  syphilitic.  After  a  few  years  she 
was  a  widow,  and  lived  for  a  number  of  years  single;  she  then  mar- 
ried a  second  time  a  man  whom  I  knew  to  be  healthy.  At  about  this 
period  the  woman  came  under  my  acquaintance,  and  during  the  next 
six  or  eight  years  she  miscarried  at  different  periods  eight  times.  The 
desire  on  the  part  of  both  the  husband  and  wife  was  that  there  might 
be  a  living  issue,  and  it  was  made  a  question  of  such  importance  that 
it  was  presented  to  me  in  a  special  manner.  I  saw  her  in  two  or  three 
of  these  miscarriages.  Nothing  in  the  way  of  treatment  or  manage- 
ment seemed  to  be  of  the  slightest  service.  About  the  fourth  or  fifth 
month  the  miscarriage  came  on  with  great  promptitude.  At  the  last 
pregnancy,  about  the  fifth  month,  she  had  all  her  old  symptoms — 
slight  discomfort,  a  little  bleeding,  an  open  os — and  was  put  to  bed. 
She  was  kept  in  bed  quietly  about  four  weeks.  About  the  sixth  month 
she  was  delivered  of  a  very  weak  child  that  was  immature  for  six 
months,  weighing  two  and  one-half  pounds.  I  was  carrying  on  a 
series  of  experiments  of  bacterial  cultures  at  this  time  in  the  labora- 
tory, and  at  once  put  the  child  in  an  incubator,  wrapped  in  cotton. 
It  was  kept  eight  weeks  at  the  normal  temperature  of  the  body,  98.2°, 
in  the  incubator.  The  child  at  no  time  was  washed,  and  only  fresh 
cotton  was  placed  about  it  from  time  to  time,  as  it  was  necessary  to 
remove  the  fecal  and  urinary  discharges.  I  have  seen  the  child  within 
ten  days,  and  he  is  a  healthy  grown  boy  of  between  five  and  six  years. 
As  far  as  I  know,  it  was  the  first  child  brought  up  in  an  incubator. 
Now,  in  Boston,  and  elsewhere,  immature  and  feeble  children  are  kept 
at  a  normal  temperature  in  incubators  or  some  modification  of  them 
as  may  be  required.  Within  a  year  I  saw  an  immature  baby  born 
about  the  sixth  month  of  gestation,  which  weighed  at  birth  two  and 
one-half  pounds.  It  had  lost  steadily,  and  the  extremities  could  not 
be  kept  warm.  The  little  thing  grew  thinner  and  thinner,  until  it 
weighed  a  pound  and  three-quarters.    It  was  put  into  an  incubator  for 
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five  weeks  and  gained  one  pound  a  week,  and  is  now  a  healthy,  rapidly 
growing  child. 

Dr.  J.  Henry  Carstens,  of  Detroit.— The  point  made  by  Dr. 
Marcy  is  a  very  interesting  one  indeed,  and  that,  after  all,  appears  to 
me  to  be  the  principal  thing.    Still,  the  paper  of  Dr.  Eliot  is  one  of 
great  importance  from  a  medico-legal  standpoint.    I,  for  one,  never 
Can  decide.    I  would  say  that  a  child  can  live,  but  I  never  would  like 
to  say  that  a  child  was  five  and  a  half,  or  six  months,  or  six  and  a  half 
months.    I  do  not  see  how  it  is  possible  for  us  to  say  how  long  a  fetus 
has  been  in  utero.    A  woman  will  have  a  discharge  of  blood  similar 
to  menstruation  when  she  is  already  pregnant  for  a  month.    We  figure 
from  the  time  she  has  had  a  show.    Again,  in  another  case  the  woman 
menstruates  regularly,  and  becomes  pregnant,  I  will  say,  a  week  or 
ten  days  after  the  last  period.    We  figure  from  the  time  the  menstrua- 
tion ceased.    That  child  is  born,  it  may  be,  at  six  or  six  and  a  half 
months.    She  has  not  had  a  chance  at  all  to  be  pregnant,  in  fact,  until 
nine  or  ten  days  after  her  last  menstrual  period.    We  add  ten  days  to 
it;  how  can  we  say?    I  would,  as  a  rule,  rather  judge  from  the  size 
and  length  of  the  child  ;  still,  again,  we  know  what  a  wonderful  differ- 
ence there  is  in  size  of  children  ;  so  that  I  do  not  think  we  have  any 
right  to  lay  down  an  absolute  rule,  and  say  that  that  child  is  five 
months,  or  five  and  a  half,  or  six  months,  because  we  cannot  assuredly 
tell.    I  would  not  like  to  go  into  court  and  swear  positively  on  such  a 
question.    In  the  present  state  of  our  knowledge  it  is  clearly  impos- 
sible to  say  how  old  that  child  is  unless  we  have  two  absolute  factors: 
first,  that  we  have  the  woman  menstruate  at  a  certaiu  date,  and, 
second,  she  has  only  had  connection  at  one  certain  date ;  and  the  latter 
must  be  established  beyond  any  question.    We  cannot  even  judge 
from  the  time  the  woman  feels  life,  because  that  varies.    Some  women 
quicken  at  three  months,  some  at  four  months,  and  some  at  four  and 
one-half  months.    We  cannot  judge  from  the  time  the  woman  feels 
life,  or  the  last  menstrual  discharge,  or  by  the  size  of  the  child  ;  in 
other  words,  I  think  that  in  law  we  cannot  testify  absolutely  that  a 
child  is  five  months,  or  six  months,  or  six  and  a  half  months.  We 
might  think  so,  but  we  cannot  be  positive  in  the  present  state  of  our 
knowledge. 

Dr.  Eliot  (closing  the  discussion).— I  think  I  should  do  as  a 
lawyer  does  when  he  submits  his  brief  to  the  court— he  rests  his  case. 
Perhaps  I  ought  to  do  the  same.  I  will,  however,  say  one  or  two 
words  in  reference  to  the  incubator.  Stevens,  of  Cincinnati,  wrote 
some  years  ago  an  article  on  that  subject,  and  from  reading  it,  if  I 
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read  it  properly,  he  is  very  much  opposed  to  it,  and  states  that  the 
heat  therein  is  too  great.  The  only  way  proper  to  use  an  incubator 
is  to  have  with  it  a  certain  amount  of  moisture  as  well  as  heat.  If  we 
have  it  too  dry,  we  kill  the  child ;  if  we  have  it  too  hot,  we  kill  the 
child.  I  think  that  the  only  case  besides  Dr.  Marcy's  is  one  by  Fry, 
of  Washington.  He  put  his  baby  into  an  incubator,  and  it  is  living 
to  this  day.  Another  thing  in  regard  to  development :  when  you  deal 
with  such  a  woman,  it  does  not  make  any  difference  how  moral  she 
is,  if  she  thinks  that  her  baby  is  going  to  be  born  before  its  time, 
she  will  try  to  get  rid  of  it— at  least  that  has  been  my  experience! 
and  the  effect  of  taking  medicines  for  this  purpose  is  liable  to  react 
on  the  child  and  retard  its  development.  If  we  take  a  woman  who 
does  nothing  of  the  kind,  and  then  she  brings  forth  a  child  at  four 
months,  that  child  will  accord  with  the  rules  laid  down  by  the  em- 
bryologists.  If  a  child  has  been  maltreated  through  the  mother,  there 
is  no  telling  what  we  get.  I  mentioned  something  of  that  in  relation  to 
premature  babies  badly  formed.  Of  course,  there  are  a  good  many 
cases  of  early  viability  not  on  record,  but  in  the  memory  of  us  all, 
and  we  have  not  cared  to  publish  them.  In  regard  to  the  menstrual 
period :  the  case  of  Cecil  James  Gordon  happened  a  good  many  years 
ago,  but  was  recorded  very  carefully.  The  woman  was  delivered,  and 
127  days  after  that  delivery  she  was  delivered  of  a  second  child. 
Seven  days  after  the  first  delivery  she  had  intercourse  with  her  hus- 
band, which  resulted  in  fecundation  and  the  birth  of  this  child  of 
127  days. 


THE  APPLICATION  OF  SACRAL  RESECTION" 
TO  GYNECOLOGICAL  WORK. 


By  E.  E.  MONTGOMERY,  M.D., 

PHILADELPHIA. 


The  removal  of  the  uterus,  per  vaginam,  has  become  a  well- 
established  operation — its  application  to  suitable  cases  is  denied 
by  but  few.  No  one  who  has  undertaken  to  perform  the  opera- 
tion, however,  has  failed  to  recognize  the  difficulty  of  the  pro- 
cedure, unless  the  vagina  is  very  large,  and  the  appendages 
comparatively  free  from  adhesions  or  enlargements.  The 
opposite  of  these  conditions  add  greatly  to  the  difficulty  of  the 
operation,  and  it  is  rendered  almost  impossible  if  the  fundus 
of  the  uterus  has  attained  to  considerable  size,  if  the  ovaries 
and  tubes  are  in  a  state  of  disease  producing  adhesions  or 
enlargements,  the  formation  of  cysts,  or  the  presence  of  pus- 
sacs. 

The  operation  through  the  abdominal  walls  brings  us  to  the 
uterus  at  a  point  more  remote,  and  renders  the  operation  an 
exceedingly  difficult  one,  in  which  the  broad  ligaments  con- 
taining the  pelvic  organs  must  be  ligated  at  a  distance,  with 
but  little  opportunity  to  use  the  sight.  The  danger  of  soiling 
the  peritoneal  cavity  with  diseased  tissue  of  the  cervix  is 
greatly  increased,  and  this  operation  has  necessarily  from  its 
difficulty  resulted  in  a  large  mortality— a  mortality  so  marked 
as  to  discourage  both  operator  and  patient  from  resorting  to  a 
measure  of  so  much  uncertainty.  Under  such  circumstances 
it  seems  to  me  that  we  are  greatly  indebted  to  anyone  who 
proposes  and  demonstrates  a  measure  by  which  diseased  con- 
ditions of  so  great  gravity  can  be  attacked  with  greater  safety 
and  readiness.  From  a  limited  experience  I  am  led  to  believe 
there  is  no  procedure  that  affords  so  great  facility  for  treating 
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such  obstacles  as  the  method  introduced  and  advocated  by 
Kraske  in  1885.  It  is  true  that  he  operated  with  a  view  to 
reach  diseased  conditions  of  the  rectum  that  are  not  easily 
^  amenable  to  other  plans  of  operative  procedure.  But  it  did 
not  require  a  great  while  to  demonstrate  the  application  of 
this  procedure  to  other  diseased  conditions  within  the  pelvis. 
It  enables  us  to  reach  the  organs  at  the  shortest  distance,  and 
the  operator  can  bring  the  sense  of  sight  as  well  as  that  of 
touch  into  use.  The  uterine  and  ovarian  arteries,  and  the 
position  and  relations  of  the  ureters,  is  readily  determined,  and 
the  ovaries  and  tubes  removed  as  well  as  the  uterus.  The 
latter  is  a  consideration  of  no  little  importance  when  these 
organs  are  in  a  diseased  condition,  or  when  there  is  a  possi- 
bility of  an  extension  of  malignant  disease  from  the  cavity  of 
the  uterus  to  the  tubes,  or  when  the  tubes  have  been  the  seat 
of  previous  disease  and  are  rilled  with  irritating  secretions,  the 
escape  of  which  would  result  in  an  attack  of  pelvic  peritonitis 
to  complicate  the  convalescence  of  the  patient  after  an  opera- 
tion for  the  removal  of  the  uterus. 

In  doing  the  operation  Kraske  places  the  patient  in  the  lith- 
otomy position,  makes  a  bow-shaped  incision  from  the  left  sacro- 
iliac synchondrosis  to  the  right  side  of  the  coccyx,  terminating 
at  its  point.  The  tissues  are  cut  through,  the  bone  bared,  the 
coccyx  enucleated,  and  the  muscles  and  ligaments  cut  off  from 
the  left  side  of  the  sacrum,  when,  with  chain-saw  or  bone-pliers, 
the  left  ala  of  the  sacrum  is  removed,  beginning  below  the 
third  posterior  sacral  foramen  ;  and  in  removal  of  the  organs 
within  the  pelvis  he  advises  that  the  rectum  should  be  pushed 
to  the  right  side.  In  consideration  of  the  application  of  this 
operation  to  the  removal  of  a  diseased  uterus  and  its  appen- 
dages, I  was  led  by  the  consideration  of  the  fact  that  the 
rectum  is  normally  situated  a  little  to  the  left  side,  to  agree 
with  Herzfeld,  that  the  rectum  could  more  readily  be  pushed 
to  the  left,  offering  a  greater  exposure  of  the  uterus,  with  less 
rectal  displacement.  In  performing  the  operation  thus,  I 
place  the  patient  upon  the  left  side,  in  the  Sims  position,  and 
make  an  incision  from  the  right  sacro-iliac  synchondrosis,  in  a 
curved  line  to  the  left  of  the  coccyx,  terminating  a  little  beyond 
its  point.    (Fig.  1.)     The  tissues  are  then  dissected  off,  the 
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coccyx  separated  on  each  side,  pushed  forward  and  upward  by 
pressure  upon  its  point,  and  the  posterior  common  ligament 
cut  through  at  its  sacral  articulation.  In  this  way  the  coccyx 
is  easily  separated  and  the  enucleation  readily  completed. 
The  rectum  is  then  pushed  off  from  the  anterior  surface  of 
the  sacrum,  the  muscles  and  the  sciatic  ligaments  cut,  the  right 
ala  of  the  bone  cut  through,  from  just  below  the  third  sacral 
foramen,  with  a  bone-saw.  (Figs.  2  and  3.)  Any  bleeding 
taking  place  at  this  time  is  readily  arrested  by  sponge  pressure. 
The  rectum  is  pushed  to  the  left,  the  vessels  entering  it  from 
the  right  are  ligated  with  double  ligatures,  and  we  find  ourselves 
directly  upon  the  peritoneum  at  the  side  of  the  rectum.  This 
is  cut  through  with  scissors,  making  an  incision  close  to  the 
margin  of  the  rectum,  when  the  posterior  surface  of  the  uterus 
is  exposed.  A  large  flat  sponge  is  now  placed  in  the  cavity 
above  the  uterus,  in  this  way  holding  back  the  intestines  and 
keeping  the  abdominal  cavity  from  being  soiled  with  blood. 
In  an  ordinary  case  the  broad  ligament  on  either  side  of  the 
uterus,  containing  the  tubes  and  ovaries,  may  be  seized  with 
a  pair  of  hemostatic  forceps  and  brought  up  into  the  wound 
by  gentle  traction.  (Fig.  4.)  In  a  case  where  the  tubes  and 
ovaries  are  much  enlarged  and  cystic,  as  in  one  recently  under 
observation,  it  may  be  necessary  to  be  content  with  simply 
dragging  up  one  side,  ligatiug  the  vessels,  cutting  the  tissues 
oft'  in  sections,  then  liaising  the  other  and  ligating  it  in  a  simi- 
lar manner. 

In  this  way  we  find  the  uterus  loosened  from  the  ligaments 
down  to  the  junction  of  the  peritoneum.  In  front  the  peri- 
toneum may  be  dissected  off  with  the  bladder  until  the  vagina 
is  reached ;  and  in  like  manner  posteriorly,  when  we  have  a 
portion  of  the  broad  ligament,  which  contains  the  uterine 
artery,  and  in  close  proximity  to  the  uterus,  the  ureters. 
This  portion  can  be  readily  ligated  in  sections  so  near  to  the 
uterus  as  to  insure  the  ureters  from  being  either  injured  or 
compressed.  As  the  tissues  are  cut  through  the  vessels  can  be 
seen,  and  if  they  have  not  been  firmly  secured  by  the  liga- 
tures, can  be  again  caught  up  by  forceps  and  ligated.  Being 
sure  that  the  bleeding  is  arrested,  the  sponge  is  removed  from 
the  abdominal  cavity  and  the  parts  thoroughly  cleansed,  either 
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by  irrigation  or  sponging,  when  the  peritoneal  surfaces  may 
be  brought  together  antero-posteriorly  over  the  vagina,  thus 
preventing  the  danger  of  a  prolapse  of  the  intestines  and  facil- 
itating the  more  rapid  union  of  the  parts  without  the  danger 
of  the  formation  of  disagreeable  adhesions.  In  a  similar  man- 
ner the  opening  into  the  peritoneal  cavity  alongside  of  the 
rectum  may  be  closed,  leaving  an  opening,  if  desirable,  to 
facilitate  drainage.  The  remaining  cavity  is  packed  with  iodo- 
form gauze  and  the  wound  closed  with  sutures.  The  opera- 
tion may  seem  to  be  a  very  radical  one,  and  it  may  be  ques- 
tioned whether  the  patient  does  not  undergo  injury  too  grave 
by  the  removal  of  the  coccyx  and  the  resection  of  the  sacrum 
to  justify  this  operation  for  the  removal  of  an  organ  which 
may  be  accomplished  in  other  ways. 

Indeed,  I  should  not  advise  this  method  of  procedure  where 
the  uterus  and  appendages  can  be  readily  removed  through  the 
vagina;  but  in  those  cases  in  which  the  uterus  is  large,  and  the 
fundus  of  the  organ  fills  up  the  cavity  of  the  pelvis,  so  that  it 
is  difficult  to  pass  alongside  of  it  in  order  to  properly  place  a 
clamp  to  compress  the  ligament,  or  in  cases  in  which  the  ovaries 
and  tubes  are  the  seat  of  prior  disease  and  are  more  or  less 
adherent  in  the  pelvis,  this  method  of  procedure  affords  a  plan 
by  which  the  offending  organs  can  be  readily  removed. 

Is  the  tissue  sacrificed  in  the  removal  of  the  sacrum  and  its 
subsequent  influence  upon  the  health  and  comfort  of  the 
patient  of  sufficient  importance  to  justify  us  in  refusing  to 
resort  to  such  an  operation  ?  Is  the  gravity  of  the  case  so 
greatly  increased  by  the  procedure  as  to  render  the  operation 
one  which  for  the  safety  of  the  individual  should  be  declined? 
In  answer  to  the  first  question  we  have  but  to  study  the 
anatomy  of  the  parts.  It  should  be  remembered  that  the 
spinal  canal  terminates  in  the  lumbar  vertebrae,  and  is  con- 
tinued in  the  sacral  canal  as  the  filum  terminale.  With 
the  sacral  appendages,  the  filum  terminale  contains  a  pro- 
longation of  the  dura  mater,  but  does  not  communicate 
with  the  spinal  canal.  The  posterior  sacral  foramina  give  exit 
to  nerves  which  supply  the  muscles  of  the  back  and  buttock, 
and  are  consequently  of  minor  importance.  The  anterior 
sacral  foramina  give  exit  to  the  first,  second,  and  third  sacral 
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nerves,  which  unite  with  the  last  lumbar  to  form  a  sacral 
plexus.  The  fourth  and  fifth  nerves,  the  latter  passing  out 
between  the  sacrum  and  the  coccyx,  are  distributed  to  the 
muscular  tissues  of  the  rectum  and  bladder — hence  injury  to 
these  nerves  affects,  to  a  certain  degree,  the  action  of  the  latter, 
and  it  is  important  for  this  reason,  in  performing  the  opera- 
tion, that  the  resection  of  the  sacrum  should  not  be  a  trans- 
verse one,  but  simply  from  one  ala,  so  that  the  nerves  thus 
injured  are  compensated  for  by  those  on  the  uninjured  side. 
As  the  third  sacral  nerve  unites  with  those  above  to  form  the 
small  plexus,  the  importance  of  limiting  the  resection  to  a 
point  below  this  foramen  can  be  readily  recognized.  The 
vessels  of  the  rectum  are  readily  seen  and  can  be  ligated  with- 
out difficulty,  and  the  ease  with  which  the  vessels  of  the  broad 
ligaments  can  be  seen  and  secured,  in  our  judgment  greatly 
overbalances  the  disadvantages  that  may  result  from  injury 
to  the  sacral  tissues.  The  line  of  the  incision  is  shown  in 
Fig.  1. 

As  to  the  dangers  of  this  operation,  it  has  not  as  yet  been  suf- 
ficiently often  performed  to  enable  us  to  determine  definitely 
its  mortality.  Hochenegg  has  reported  thirty-nine  cases,  with 
thirty-one  recoveries  and  eight  fatal  cases.  These  operations, 
however,  were  done  upon  the  rectum  for  malignant  disease,  and 
the  fatal  cases  were  those  in  which  the  operation  was  done  for 
the  removal  of  the  middle  portion  of  the  rectum,  where  the 
peritoneum  was  opeued,  and  subsequently  underwent  infection 
from  extravasation  of  fecal  matter.  The  mortality  is  given  as 
20.5  per  cent,  in  the  class  of  cases  named,  but  where  the  rectum 
is  uninjured  the  danger  of  fecal  infection  is  removed,  and 
there  seems  no  reason  why  the  mortality  should  be  greater 
than  in  the  performance  of  vaginal  hysterectomy. 

Two  cases  in  which  I  have  had  an  opportunity  to  test  the 
efficacy  of  the  procedure  were  both  attended  with  marked  dif- 
ficulty— one  being  the  resection  of  the  rectum,  with  the  re- 
moval of  the  uterus,  and  the  other  the  removal  of  a  large 
uterus,  in  which  there  was  marked  disease  of  both  ovaries  and 
tubes. 
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Case  I. — The  patient  was  a  woman  forty-two  years  of  age,  married,  the 
mother  of  three  children,  and  had  had  four  miscarriages.  She  was  sent  to 
me  by  Dr.  Henry  Fisher,  under  whose  care  she  had  been  for  a  few  weeks. 
She  began  to  suffer  a  year  before  coming  under  his  observation  from  pelvic 
trouble,  attended  with  a  frequent  desire  to  evacuate  the  bowels,  violent 
tenesmus,  and  discharge  of  blood.  She  had  been  treated  for  dysentery.  For 
the  last  few  months  the  trouble  had  been  very  greatly  exaggerated  and 
attended  with  pain  in  the  pelvis.  Evacuation  of  the  bowels  was  very  diffi- 
cult, and  the  discharges  were  frequently  entirely  composed  of  blood.  Upon 
examination,  per  vaginam,  a  mass  could  be  felt  posterior  to  the  uterus,  that 
seemed  to  be  continuous  with  it,  and  at  the  angle  between  the  cervix  and 
this  mass,  there  was  induration  and  ulceration  in  the  vagina.  The  cervix 
was  comparatively  healthy.  Introducing  the  finger  into  the  rectum — which 
was  hard,  dense,  and  had  near  its  centre  an  opening  into  which  the  point  of  the 
finger  could  be  pushed — it  was  at  first  supposed  that  we  had  to  deal  with 
cancer  of  the  body  of  a  retroflexed  uterus,  in  which  the  disease  had  extended 
to  the  rectum,  making  it  adherent  to  the  uterus.  More  careful  examination 
under  an  anesthetic,  however,  disclosed  the  fact  that  the  mass  which  could 
be  felt  through  the  rectum  was  a  partial  invagination  of  a  carcinomatous 
ring  of  the  bowel,  which  had  been  displaced  downward  by  the  violent  tenes- 
mic  efforts  at  stool.  This  involved  the  entire  circumference  of  the  rectum, 
and  extended  through  its  anterior  wall  into  the  vagina  and  in  close  proximity 
to  the  cervix.  By  pushing  the  finger  through  the  stricture  it  was  discovered 
that  nearly  three  inches  of  the  rectum  were  involved,  leaving  the  lower  inch 
and  a  half  comparatively  healthy.  The  uterus  was  found  situated  in  its 
normal  position,  adherent  by  the  cervix  to  the  cancerous  mass.  With  the 
patient  suffering  from  such  a  condition  it  became  a  serious  question  as  to 
what  should  be  our  method  of  procedure.  To  permit  it  to  continue  was  to 
doom  her  to  a  speedy  and  painful  termination  of  life.  It  is  true  that  we  could 
resort  to  colotomy,  and  in  this  way  enable  her  to  evacuate  the  bowels  and 
live  in  comparative  comfort  for  some  length  of  time,  but  it  seemed  prefer- 
able to  remove  the  diseased  tissues  and  make  an  attempt  at  a  radical  cure. 
This  would,  of  course,  require  the  removal  of  a  section  of  the  rectum,  a 
portion  of  the  vagina,  and  also  the  uterus.  Such  an  operation  could  only  be 
accomplished  and  an  effort  made  at  the  restoration  of  the  calibre  of  the  bowel 
by  the  plan  of  procedure  we  have  now  under  consideration.  The  patient 
preferred  to  accept  the  radical  operation  after  the  character  of  both  opera- 
tions had  been  explained  to  her. 

On  the  19th  of  May,  of  the  present  year,  in  the  Medico-Chirurgical  Hos- 
pital of  Philadelphia,  in  the  presence  of  some  seventy-five  physicians,  the 
patient  was  subjected  to  the  operation.  She  was  placed  on  her  left  side,  and 
the  resection  of  the  sacrum  made  on  the  same  side.  The  rectum  was  pushed 
off  from  its  anterior  surface,  the  gut  then  encircled  below  by  a  ligature,  which 
was  tied  close  to  the  malignant  mass  and  cut  through,  the  lower  portion  of 
the  gut  having  previously  been  thoroughly  cleansed  and  packed  with  iodo- 
form gauze.  (Fig.  5.)  The  rectal  mass  was  now  raised  up  and  an  opening  made 
into  the  vagina,  the  uterus  dragged  down,  its  broad  ligament  ligated,  and  the 
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organ  separated.  Then  a  ligature  was  thrown  around  the  rectum  above  the 
malignant  mass,  and  the  gut  itself  opened  and  packed  with  iodoform  gauze 
above,  in  order  to  prevent  extravasation  of  fecal  matter,  and  the  diseased 
tissues  removed.  The  peritoneum  was  now  cut  about  the  rectum,  permitting 
the  sigmoid  flexure  to  be  straightened  out,  and  the  two  ends  of  the  divided 
rectum  were  sutured  together,  thus  restoring  the  calibre  of  the  gut.  The 
cavity  posteriorly  was  packed  with  iodoform  gauze  and  a  tent  of  the  gauze 
passed  into  the  rectum  above  the  sutured  portion  to  act  as  a  drain  and  to  per- 
mit the  gas  to  escape.  The  wound  posteriorly  was  closed  with  sutures, 
dressed  with  iodoform  gauze  held  in  place  by  adhesive  straps,  and  a  "T" 
bandage. 

During  the  performance  of  the  operation  the  patient  became  greatly  ex- 
hausted, suffering  from  profound  shock,  and  during  the  greater  portion  of 
the  time  was  pulseless.  She  was  given  before  the  operation  was  completed 
three-fourths  of  a  grain  of  strychnine,  hypodermically,  and  within  the  twelve 
hours  following  the  operation  two  grains  of  the  same.  She  rallied  from  the 
operation,  and  on  the  following  day  was  pretty  comfortable.  The  third  day 
after  the  operation,  upon  examination  of  the  rectum,  it  was  found  that  some 
hard  fecal  masses  had  been  pushed  down  into  the  canal.  These  were  care- 
fully removed,  and  the  patient  given  a  saline  with  a  view  to  unloading  the 
accumulations.  In  this,  however,  we  found  that  the  accumulation  was  greater 
than  had  been  expected,  and  it  was  under  the  influence  of  its  pressure  that 
the  lower  portion  of  the  gut  was  pushed  off,  permitting  the  fecal  matter  to 
pack  into  the  wound.  It  was  consequently  necessary  to  reopen  the  wound 
and  wash  out  this  extravasation,  and  treat  the  wound  subsequently  as  an 
open  one. 

Four  weeks  after  the  operation  had  beeu  performed  the  patient  was  again 
placed  under  the  influence  of  an  anesthetic,  the  ends  of  the  gut  dissected 
up  and  resutured,  in  this  way  restoring  its  calibre.  Following  this  operation 
the  union  took  place  with  the  exception  of  one  point  at  which  there  was  a 
fistulous  openingj  through  which  fluid  feces  would  pass.  In  spite,  however, 
of  the  discomfort  of  an  open  wound  at  this  time,  and  of  the  subsequent 
process  of  healing  by  granulation,  which  was  necessitated  by  the  open  wound, 
the  patient  expresses  herself  as  being  far  more  comfortable  than  before  the 
operation  was  performed,  when  she  had  to  be  constantly  straining  to  secure 
an  evacuation  of  the  bowels.  She  has  gained  in  health  and  strength,  and  is 
able  to  be  about  her  house,  but  we  do  not  feel  very  hopeful  of  a  permanent 
cure. 

In  this  patient  the  wiser  plan  of  procedure  would  have  been 
to  have  preceded  the  operation  with  a  preliminary  colototny, 
through  which  the  immense  accumulations  of  fecal  matter 
could  have  been  evacuated,  and  thus  the  pressure  upon  the 
newty  united  surfaces  have  been  avoided.  The  opening  into 
the  colon  could  have  been  very  readily  sutured  after  the 
calibre  of  the  gut  had  been  permanently  restored. 
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Upon  examination  of  the  patient  to  day  (September  15,  1891)  the  rectum 
was  found  perfectly  healthy  with  the  exception  of  a  slight  fistula  upon  one 
side.  There  was  some  induration  posterior  to  the  upper  part  of  the  vagina, 
which  I  fear  is  due  to  our  inability  to  completely  remove  the  malignant  dis- 
ease involving  the  lateral  surface  of  the  vagina.  The  patient  expresses  her- 
self as  very  much  gratified  with  the  result  of  the  operation,  as  she  no  longer 
experiences  any  difficulty  in  securing  the  evacuation  of  the  bowels. 

Case  II.  —The  second  patient  was  a  woman  thirty  years  of  age ;  had 
been  married  four  years,  and  had  never  been  pregnant.  She  had  suffered  for 
the  last  year  from  severe  pain  in  the  side,  extending  down  the  limb  and 
through  the  hip.  Suffers  from  bleeding  after  coition  or  violent  exercise. 
Upon  examination  the  uterus  was  found  presenting  a  roughened  protuber- 
auce,  the  surface  of  which  was  found  to  be  dragged  down  and  bleeding  at 
the  slightest  pressure.  A  mass  could  be  felt  posterior  to  the  uterus,  which 
was  evidently  a  diseased  tube.  Upon  the  8th  of  July  the  patient  was  sub- 
jected to  an  operation  for  its  removal.  As  it  was  evident  that  the  fundus  of 
the  uterus  was  large,  that  the  tubes  and  ovaries  were  affected  and  adherent, 
that  the  vagina  was  small,  we  deemed  it  wise  to  resort  to  the  operation  of 
sacral  resection.  The  incision  was  made  upon  the  right  side  of  the  sacrum, 
over  the  coccyx,  to  the  left  side.  The  coccyx  was  enucleated  and  the  right 
side  of  the  sacrum  removed.  The  rectum  was  pushed  to  the  left,  the  peri- 
toneum opened,  and  the  uterus  readily  reached.  After  introducing  a  large 
sponge,  the  broad  ligament  on  one  side  was  grasped  with  a  pair  of  forceps, 
gently  raised  up,  and  ligated  in  sections  down  to  one-half  its  insertion  into 
the  uterus.  The  other  side  was  then  raised  up  and  ligated  in  a  similar  man- 
ner. The  peritoneum  was  then  separated  anteriorly  and  posteriorly,  the 
vagina  opened  behind  and  ligated  in  sections.  After  the  removal  of  the 
uterus  and  sponge  in  the  abdomen  and  cleansing  of  the  cavity,  the  peri- 
toneum covering  the  bladder  and  that  in  front  of  the  rectum  was  brought 
together,  shutting  off  the  vagina  from  the  peritoneal  cavity.  Then  the 
incision  in  the  posterior  peritoneum  was  also  closed,  some  iodoform  gauze 
introduced  into  the  opening  of  the  wound  over  the  rectum,  and  the  wound 
sutured. 

The  operation  was  attended  by  some  shock,  so  that  three  hypodermic  in- 
jections of  strychnine  were  given— the  first  one-twentieth  of  a  grain  and  the 
others  one-sixtieth  each.  Her  temperature  after  the  operation  was  97°.  The 
patient  experienced  no  special  inconvenience  or  distress,  not  near  so  much 
as  is  usually  experienced  in  abdominal  operations.  Highest  temperature 
reached  was  at  7  P.M.  on  the  sixth  day,  which  was  101°.  With  this  excep- 
tion the  temperature  was  not  over  100f°.  I  was  obliged  to  leave  the  city 
before  the  wound  had  completely  healed.  Upon  my  return,  after  a  five 
weeks'  trip,  I  found  the  wound  healed  and  showing  a  very  slight  cicatrix. 
There  is  some  depression  over  the  point  at  which  the  bone  was  excised,  but 
she  has  experienced  no  inconvenience  in  locomotion.  For  a  time  the  part 
was  tender  on  sitting  down.  This,  however,  no  longer  occasions  her  any 
discomfort.    (Fig.  6.) 
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It  is  true  that  two  cases  are  not  sufficient  to  base  any  very 
definite  conclusions  upon,  but  these  cases  taken  in  conjunction 
with  some  thirty-nine  others  reported  by  Hochenegg,  illustrate 
that  the  operation  is  not  one  that  is  attended  with  a  serious 
mortality,  nor  one  that  causes  the  patient  special  inconveni- 
ence subsequent  to  convalescence.  Owing  to  the  resection  of 
the  bone,  the  convalescence  must  be  a  little  more  tedious  than 
where  the  incision  is  made  in  the  soft  tissues.  This  may  be 
thought  to  be  an  objection,  but  when  we  consider  the  marked 
advantage  that  is  given  by  being  able  to  use  the  sight  in  the 
removal  of  the  affected  organs,  where  a  bleeding  vessel  may 
be  readily  seen  and  seized,  and  hemorrhage  in  this  way  cer- 
tainly controlled,  it  seems  to  us  in  these  more  difficult  cases 
a  compensation  for  the  necessary  longer  convalescence. 

DISCUSSION. 

Dr.  C.  A.  L.  Reed,  of  Cincinnati. — Mr.  President:  This  operation 
attracted  my  attention  upon  its  first  publication.     Like  many  of 
the  other  operations,  particularly  those  that  involve  the  invasion  of 
structures  that  we  have  not  been  in  the  habit  of  treating  surgically,  it 
appears  to  be  more  formidable  than  perhaps  it  really  is.    In  an  effort 
to  treat  malignant  disease  involving  the  middle  segment  of  the  rectum, 
this  operation  would  be  demanded  and  would  be  justifiable.    I  do  not 
comprehend  the  especial  utility  of  the  operation  for  total  extirpation 
of  the  uterus  for  malignant  disease.    It  appears  to  be  much  more 
formidable  than  the  technique  with  which  we  have  become  familiar, 
and  with  which  we  have  been  able  to  secure  at  least  very  satisfactory 
primary  results.    We  are  justified,  perhaps,  in  doing  almost  anything 
for  the  relief  of  malignant  cases,  particularly  those  involving  important 
tissues,  such  as  the  rectum  and  uterus ;  but  if  we  can  bring  the  maxi- 
mum of  relief  with  the  minimum  of  risk,  that  is  the  line  we  ought  to 
follow.    There  is  one  question  which  cannot  be  answered  as  yet  from 
any  ascertained  results,  and  that  is  with  reference  to  the  remote 
influence  of  this  operation.     The  removal  of  the  coccyx  and  the 
removal  of  the  lower  segments  of  the  sacrum  must  of  necessity  deprive 
the  lower  portion  of  the  pelvis  of  an  important  basis  of  support ;  and 
what  is  the  condition  of  our  patients  with  regard  to  the  support  of 
the  superimposed  viscera  following  the  operation  after  a  considerable 
length  of  time?    Dr.  Montgomery's  cases  are  yet  too  recent  to  afford 
an  answer  to  this  question.    While  the  primary  results  have  been 


68 


DISCUSSION. 


very  good,  it  would  have  been  vastly  better  to  have  relieved  his 
patient  by  colotomy  ;  but  if  this  operation  will  bring  the  same  amount 
of  relief  with  as  little  risk  of  primary  mortality,  and  at  the  same  time 
insure  the  patient  voluntary  control  of  her  fecal  discharge,  by  all 
manner  of  means  let  us  encourage  it. 

Dr.  Henry  O.  Marcy,  of  Boston. — I  rise  to  emphasize  one  point. 
I  mention  it  because  I  have  lost  two  patients  where  I  think  the  result 
might  have  been  entirely  different  if  I  had  done  colotomy  at  first. 
One  was  in  cancer  of  the  rectum.  When  we  recollect  that  the  intes- 
tine is  very  fully  distended  with  gases  and  feces,  the  pressure  upon 
the  sutures  is  something  enormous,  and  I  know,  if  I  again  operate  in 
this  condition  of  things,  I  shall  first  advise  the  doing  of  primary 
colotomy ;  that  gives  us  the  all-important  factor  of  surgical  rest  of 
the  parts  operated  upon,  with  a  far  better  promise  of  success.  I  am 
obliged  to  Dr.  Montgomery  for  this  paper,  and  I  want  to  thank  him 
for  instructing  me  on  this  important  subject. 

Dr.  Horace  T.  Hanks,  of  New  York. — It  seems  to  me  that  this 
operation,  which  has  been  described  by  Dr.  Montgomery,  and  which 
we  really  know  but  little  about  in  practical  experience  in  New  York, 
since  it  has  been  performed  here  only  about  twelve  times,  can  be 
recommended  in  most  cases  of  chronic  pelvic  abscess,  where  a  rupture 
has  taken  place  into  either  the  vagina  or  rectum,  and  where  the  tissues 
underneath  the  broad  ligaments  are  honeycombed.  I  was  interested  in 
Dr.  Montgomery's  admirable  paper,  from  the  fact  that  I  have  had  one 
or  two  cases  where  I  would  have  succeeded  better,  I  believe,  in  doing 
this  operation  than  in  doing  the  one  I  attempted.  After  cutting 
through  the  abdominal  wall  into  the  true  pelvis,  it  is  a  difficult  matter 
to  find  out  the  exact  condition,  and  a  far  more  difficult  matter  to 
remove  all  diseased  organs  and  tissues.  We  can  very  quickly  get  a 
view  of  the  parts  deep  down,  but  we  cannot  manipulate  and  enucleate 
them  as  well.  In  this  new  operation  we  can  do  this  more  readily  and 
thoroughly.  I  shall  certainly  attempt  it  in  this  class  of  cases  in  the 
future. 

Dr.  W.  H.  Wathen,  of  Louisville. — I  congratulate  Dr.  Mont- 
gomery upon  his  courage,  his  tact,  and  his  excellent  technique  in 
doing  the  operations  that  he  has  reported.  It  is  doubtful  in  most 
instances  of  cancer  of  the  rectum,  if  any  operation  is  likely  to  ma- 
terially prolong  the  life  of  the  patient.  But  in  view  of  the  fact  that 
these  patients  cannot,  if  left  alone,  live  long,  I  think  we  are  justified 
in  resorting  to  radical,  or  even  dangerous,  means  to  a  degree  that  we 
are  not  ordinarily  justified  in  using.    For  that  reason  I  am  in  accord 
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with  Dr.  Montgomery  and  others  who  believe  in  resection  of  a  portion 
of  the  rectum  in  malignant  disease.  I  think  Dr.  Montgomery's  ex- 
perience has  demonstrated  the  importance  of  giving  an  exit  to  the 
fecal  matter  and  gases  by  colotoray  before  the  radical  operation. 
Certainly  it  simplifies  matters  in  after-treatment.  I  do  not  know 
that  anyone  in  this  country  has  any  experience,  except  Dr.  Mont- 
gomery, in  the  removal  of  a  cancerous  uterus  and  ovary  and  tubes 
after  the  fashion  that  he  has  described,  and  I  am  inclined  to  the 
opinion  that  we  will  not  generally  agree  with  him  in  his  belief  as  to 
the  advantage  of  the  operation  or  of  the  benefits  that  are  to  be  derived 
from  it.  Even  the  total  extirpation  of  the  uterus  by  the  ordinary 
method  of  vaginal  hysterectomy  is  by  many  of  the  very  best  operators 
regarded  as  of  doubtful  propriety — some  surgeons  declining  to  perform 
the  operation.  Certainly  it  is  an  operation  that  is  never  indicated  if 
the  disease  has  extended  outside  the  uterus  into  the  surrounding  tissues, 
because  of  the  difficulty  of  removing  the  structures  with  the  uterus, 
and  the  great  danger  attending  the  operation ;  but  more  especially 
because  of  the  fact  that  invariably  in  a  very  short  time  the  disease 
will  return.  Vaginal  hysterectomy  for  malignant  disease  is  not  a 
justifiable  operation  unless  we  can  remove  every  portion  of  the  disease, 
where  there  is  no  malignant  infiltration  of  the  tissues:  the  uterus  in 
such  cases  can  be  removed  per  vagina.  There  are  very  few  cases, 
if  any,  in  which  the  operation  is  indicated  or  would  give  any  hope  of 
relief,  where  it  cannot  be  done  through  the  vagina.  In  conclusion,  I 
again  wish  to  congratulate  Dr.  Montgomery  upon  his  courage,  his 
skill,  and  surgical  technique. 

Dr.  A.  Vander  Veer,  of  Albany. — It  seems  to  me  that  Dr.  Mont- 
gomery has  really  given  us  a  very  valuable  paper.  I  think  it  will 
occur  to  all  of  us  that  the  profession  now — in  the  small  village,  in  the 
strictly  country  town,  where  the  country  practitioner  comes  in  contact 
with  the  patient  first — the  profession,  I  say,  is  becoming  educated  to 
that  point  where  they  have  confidence  from  the  report  of  cases  that 
vaginal  hysterectomy  is  a  justifiable  operation,  and  one  that  is  resorted 
to  with  excellent  effects,  permanent  recoveries  occurring  in  so  many 
instances.  But  the  operator  is  desirous  of  securing  these  cases  early. 
Therefore  the  country  practitioner  is  sending  his  cases  sooner  than 
was  done  two  or  three  years  ago.  Now  I  wish  to  make  this  point  in 
reference  to  the  Doctor's  paper :  I  would  not  be  willing  to  abandon 
vaginal  hysterectomy  for  removal  of  the  uterus  and  ovaries.  I  believe 
the  technique  of  vaginal  hysterectomy  is  so  perfect  that  it  becomes  one 
of  the  most  brilliant  operations  we  have  to  perforin  at  the  present  time, 
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and  the  results  are  satisfactory.  When  this  operation  which  Dr  Mont- 
gomery has  just  called  our  attention  to  was  first  published  (I  think  mv 
mind  was  first  called  to  it  in  1886),  I  said  to  myself,  "  If  I  had  k  nowa 
of  this  operation  two  or  three  years  ago  I  might  have  made  some  of 
my  patients  very  much  more  comfortable,  and  perhaps  saved  some 
lives.  I  had  then  done  a  number  of  operations  for  resection  of  the 
rectum,  and  in  three  cases  with  good  results.  I  had  two  cases  come  to 
me  and  I  Said  frankly,  "  The  disease  is  so  high  up  I  cannot  reach  it  " 
It  was  a  great  disappointment  to  them.  I  will  say  here  in  regard  to  the 
operation  of  colotomy  that  I  never  had  a  person  who  was  thoroughly 
satisfied  with  the  result  of  the  operation.  All  were  dissatisfied  with  the 
fecal  discharge.  But  in  the  five  or  six  cases  that  I  call  to  mind  in 
which  I  operated  for  the  removal  of  the  lower  segment  of  the  rectum, 
it  mattered  not  if  there  was  some  leakage,  some  trouble  in  keeping  a 
pad  there  and  receiving  the  feces,  they  always  said,  "  Doctor,  it  comes 
out  at  the  right  place.  It  feels  more  natural."  They  are  better  satis- 
fied to  have  it  come  there  than  in  the  inguinal  or  lumbar  region.  If 
we  have  these  cases  of  cancer  of  the  rectum  that  are  not  amenable  to 
ordinary  operation  through  the  perineum,  then  I  believe  this  operation 
is  the  operation  for  the  removal  of  cancerous  rectum  high  up;  I  think 
by  all  means  we  should  adopt  this  operation.  I  am  sure  in  some  cases 
I  could  have  made  use  of  this,  and  the  next  case  where  the  disease 
presents  three  or  four  inches  up  the  pelvis,  this  is  the  operation  I  shall 
do.  In  limiting  the  operation  to  the  class  of  cases  mentioned  in  his 
paper  Dr.  Montgomery  has  shown  his  usual  good  judgment  and  great 
operative  skill. 

Dr.  Ap  Morgan  Vance,  of  Louisville  (by  invitation)  .—I  thank 
the  Chairman,  indeed,  for  the  compliment  of  being  called  upon.  One 
point  impresses  me  regarding  primary  colotomy  as  advocated  by  Dr. 
Marcy :  the  performance  of  primary  colotomy  would  seem  to  bring 
about  a  difficulty  from  the  fact  that  if  a  good  deal  of  the  gut  was  to 
be  removed— and  the  more  removed,  if  there  is  a  cancer,  the  better 
—after  anchoring  it  at  the  point  of  ordinary  colotomy,  we  might  have 
difficulty  in  bringing  it  down  to  get  approximation.  I  am  not  sure, 
however,  that  the  tension  from  that  cause  would  be  greater  than  from 
distention.  It  strikes  me  that  it  is  a  pretty  ugly  operation,  and  outside 
of  very  skilled  hands  the  patient  would  be  in  very  great  jeopardy.  I 
would  like  to  make  a  criticism  after  the  plan  of  one  that  was  made 
upon  me  once.  I  made  a  statement  that  I  would  as  soon  break  a 
man's  thigh  as  cut  his  tendo  Achillis.  The  criticism  was  that  for  a 
man  accustomed  to  breaking  thighs  that  might  be  so,  but  not  for  a  man 
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unfamiliar  with  such  work.  It  strikes  me  that  a  man  without  hospital 
surroundings  and  the  hest  of  everything  to  help  him  out,  would  run  a 
great  deal  of  risk  in  doing  this  operation.  It  seems  to  me  in  the  sec- 
ond case  that  the  operation  could  have  heen  done  through  the  abdomen 
with  less  danger  to  the  patient  than  by  the  method  described. 

Dr.  Montgomery,  of  Philadelphia  (closing  the  discussion). — I  am 
very  grateful,  indeed,  to  the  Fellows  and  guests  for  their  very  kind 
consideration  of  this  new  subject.  I  can  appreciate  the  prejudice 
everyone  has  to  the  introduction  and  to  the  performance  of  an  opera- 
tion outside  of  the  usual  order.  We  accustom  ourselves  to  reaching 
organs  and  to  doing  things  in  certain  ways,  and  as  soon  as  anyone 
attempts  to  get  out  of  the  ordinary  ruts  and  into  a  new  groove  we 
think  he  is,  as  theologians  would  say,  not  orthodox.  This  is  very 
much  our  course  in  the  medical  line.  We  object  to  things  simply  be- 
cause they  do  not  strike  us  favorably  from  the  method  and  manner  in 
which  we  have  been  performing  operations  before.  But  when  you  con- 
sider the  fact,  if  you  wish  to  reach  the  uterus  from  any  portion  of  the 
body,  the  most  direct  route  to  it  is  through  the  backbone.  When 
you  attempt  to  reach  the  uterus  from  above,  you  come  down  upon  its 
fundus.  You  have  the  uterus  low  down  in  a  small,  narrow  cavity  into 
which  you  have  difficulty  in  seeing,  and  then  you  have  difficulty  in 
reaching  it  on  account  of  the  rigidity  of  the  abdominal  walls,  and  the 
fact  that  you  can  make  but  a  small  opening;  but  if  you  make  your 
incision  posteriorly,  resecting  the  sacrum,  cutting  off  the  sciatic  liga- 
ments, you  have  a  good  opening  into  which  you  can  see,  and  have  the 
uterus  at  close  touch.  By  this  method  you  reach  the  vessels  and  ligate 
them  in  sight.  You  can  displace  the  uterus  and  see  every  step  in  the 
procedure,  which  cannot  be  done  by  any  other  method  of  operation. 
Now  you  will  remember  that  I  distinctly  said  in  my  paper  that  I  did 
not  favor  the  removal  of  the  uterus  by  this  method  when  it  could 
readily  be  done  through  the  vagina ;  that  it  was  the  exceptional  cases 
in  which  I  would  recommend  the  resection  of  the  sacrum  to  reach  the 
uterus.  The  exceptional  cases  were  those  in  which  there  had  been 
malignant  diseases  of  the  uterus,  secondary  to  diseased  conditions  of 
the  tubes  and  ovaries.  We  had  in  the  second  case  I  have  given  a 
woman  who,  as  the  result  of  indiscretion  in  early  life,  was  suffering 
from  tubal  and  ovarian  disease.  These  tubes  and  ovaries  were  situ- 
ated behind  the  uterus,  filling  up  the  posterior  cul-de-sac,  and  were 
firmly  adherent.  You  recognize  that  to  operate  on  this  patient  and 
leave  portions  of  this  tubal  structure  remaining,  was  to  endanger  her 
convalescence  by  the  liability  of  secondary  peritonitis  developing. 
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You  have  had,  through  a  narrow  undilated  vagina,  great  difficulty  iu 
reaching  the  uterus  and  in  ligating  the  vessels  sufficiently  high  up  to 
remove  every  vestige  of  the  tube  and  ovary.  For  this  reason,  then, 
in  looking  over  this  case  and  studying  it  carefully,  I  decided  to  take 
the  sacral  resection  as  the  favorable  method  of  procedure.  Now,  with 
regard  to  the  objection  that  has  been  made  to  the  removal  of  a  por- 
tion of  the  sacrum  and  the  coccyx,  that  you  are  removing  a  portion  of 
the  structure  of  the  pelvis,  its  support  and  the  lower  support,  remem- 
ber that  when  the  patient  is  in  an  erect,  position  the  sacrum  is  on  the 
upper  plane  of  the  pelvis.  The  pressure  comes  on  the  pubes  and  in 
the  line  of  the  vagina,  not  on  the  coccyx  and  sacrum.  Remember, 
also,  that  although  the  ligaments  are  cut  through  in  suturing  the 
parts,  you  bring  back  and  restore  to  a  certain  degree  the  ligaments 
and  muscles,  and  you  have  a  muscular  floor  strengthened  by  the  cica- 
trix which  was  lfcft  at  the  place  of  union.  In  the  patient  under  con- 
sideration there  was,  indeed,  but  a  small  portion  of  it  that  was  notice- 
able. There  was,  of  course,  contraction  and  deepening  of  the  furrow 
posteriorly  above  the  anus  where  the  portion  of  bone  was  removed. 
With  regard  to  the  operation  itself  when  applied  to  the  rectum  in 
those  cases  in  which  the  lower  portion  of  the  rectum  is  healthy,  no 
other  operation  will  equally  well  meet  the  indications;  it  is  the 
operation,  for  the  reason  that  we  leave  the  sphincter.  We  must  bring 
the  rectum  down  and  reestablish  the  gut  and  have  a  sphincter  left  by 
which  the  patient  has  complete  and  perfect  control.  How  much  more 
preferable  than  a  colotomy  ;  even  with  the  best  contrived  pad  you  are 
at  times  unable  to  keep  the  patient  from  being  soiled.  Where  it  is 
necessary  to  amputate  the  rectum  the  operation  may  be  done  by  re- 
moving the  coccyx  and  a  portion  of  the  sacrum,  bringing  the  gut  up 
to  the  lower  portion  of  the  sacrum  and  there  making  an  artificial  anus. 
We  leave  the  patient  in  a  condition  where  a  pad  can  be  better  worn 
and  the  parts  much  better  protected  from  being  soiled.  You  also  have 
the  patient  feeling  that  the  discharges  can  be  better  taken  care  of,  and 
it  is  not  necessary  to  assume  an  unnatural  position  in  order  to  evacu- 
ate the  bowels.  I  cannot  see  that  a  preliminary  colotomy  would  be 
objectionable,  even  where  a  good  portion  of  the  rectum  had  to  be 
removed,  and  the  attachment  of  the  intestine  to  the  parietes  would 
not  interfere  with  the  rectum  being  dragged  down.  The  colon,  in 
performing  colotomy,  could  be  dragged  down  to  increase  the  amount 
of  gut  that  is  situated  below  in  the  abdomen,  so  that  you  would  have 
it  to  work  on  subsequently ;  and  then  it  should  be  remembered  that 
considerable  gain  is  obtained  by  straightening  out  the  sigmoid  flexure. 
I  fully  agree  with  Dr.  Marcy,  as  I  before  mentioned  in  the  paper,  that 
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the  preliminary  colotomy,  in  such  a  case  as  the  first  operation,  is  the 
desirable  thing  to  do ;  for  by  having  the  bowels  completely  unloaded 
you  relieve  your  patient  from  the  discomfort  and  poisonous  effect  of 
having  large  collections  of  fecal  matter  in  the  intestine,  and  she  is 
consequently  better  able  to  stand  the  operation.  Dr.  Hanks  has  well 
said  that  in  many  of  those  cases  of  pelvic  diseases  where  the  ovaries 
and  tubes  are  matted  down  in  the  posterior  cul-de-sac,  where  the  peri- 
toneal cavity  is  shut  off',  in  which  drainage  from  above  must  be  neces- 
sarily through  the  portion  of  the  cavity  so  closed,  we  should  respect 
Nature's  attempt  to  bar  the  way  to  the  entrance  of  these  secretions 
into  the  lower  cavity,  and  use  a  procedure  like  this,  which  will  admit 
of  the  escape  of  the  pus  without  soiling  the  entire  peritoneal  cavity 
by  it.  In  many  cases  you  would  be  able  to  break  up  the  adhesions, 
remove  the  accumulated  masses,  and  drain  from  the  under  surface  of 
the  sac,  and  so  make  sure  that  your  drainage  is  perfect  and  thorough, 
much  more  effectively  than  could  be  done  through  the  abdomen.  Now 
regarding  the  other  matters :  as  I  have  said,  I  can  readily  appreciate 
why  gentlemen  should  hesitate  to  accept  a  method  of  this  kind,  so 
different  from  ordinary  operations,  and  for  myself  I  should  not  prefer 
the  operation  in  those  cases  in  which  the  uterus  can  be  readily  removed 
through  the  vagina.  It  is  only  where  this  operation  seems  preferable 
that  I  would  suggest  the  removal  of  a  portion  of  the  bone  in  order  to 
complete  the  operation. 


HOW  SHOULD  WE  PROCEED  WHEN  ABDOMINAL 
TUMORS  ARE  COMPLICATED  BY  PREGNANCY? 


By  JAMES  F.  W.  ROSS,  M.D., 

TORONTO. 


I  have  selected  this  subject  on  account  of  the  absence  of 
anything  like  united  opinions  as  to  the  best  methods  of  pro- 
cedure in  these  trying  cases.  To  illustrate  a  few  points  and  to 
put  a  few  cases  on  record,  I  intend  inflicting  on  you  the  usual 
tedium  of  the  relation  of  such  cases,  but  hope  that  you  may 
find  some  food  for  thought  that  may  repay  an}'  of  you  who  are 
thinkers — which,  I  trust,  includes  all  of  the  Fellows  of  this 
Association. 

Wishing  to  add  my  views  on  the  medico-legal  aspect  of  the 
question,  a  slight  preamble  will  be  necessary,  and  I  hope  it  will 
not  do  any  of  you  any  harm  to  tell  you  some  things  you 
already  know. 

Among  the  most  difficult  problems  that  the  physician  or 
surgeon,  gjmecologist  or  obstetrician,  has  to  solve  is  the  pres- 
ence or  absence  of  pregnancy.  In  the  Canadian  Practitioner  of 
this  year  I  have  published  a  case  of  "  unadmitted  pregnancy." 
There  was  no  positive  sign  by  which  pregnancy  could  be  de- 
termined or  edematous  uterine  myoma  excluded.  The  patient 
came  to  have  a  tumor  removed.  They  often  come  for  this 
purpose,  but  give  some  clue  to  the  existence  of  pregnancy. 
This  case  gave  no  such  sign  and  many  denials  as  to  the  possi- 
bility of  such  a  condition.  She  was  even  prepared  for  opera- 
tion, by  mistake  for  a  case  of  ovarian  tumor  occupying  the 
next  bed. 

Having  seen  an  abdomen  opened  by  an  eminent  surgeon  for 
the  removal  of  an  edematous  myoma  that  proved  to  be  a  preg- 
nant uterus,  I  determined  upon  exploration  from  below  in  this 
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case.  The  cervix  was  dilated,  the  finger  readily  felt  the  fetal 
parts;  the  woman  was  put  back  to  bed,  and  went  out  of  the 
hospital  two  weeks,  after  still  carrying  her  tumor  and  still 
denying  her  guilt.    But  this  is  the  old,  old  story. 

Only  three  days  ago  I  had  the  dilator  in  my  hand  ready  to 
explore  the  bleeding  uterus  of  a  widow  of  three  years'  standing, 
of  whose  case  a  most  exhaustive  history  had  been  taken,  and 
from  whom  no  evidence  of*  pregnancy  could  be  elicited.  Feel- 
ing suspicious  from  the  dilated  veins  on  the  anterior  lip  of  the 
cervix  and  the  softened  condition  of  the  parts,  the  dilatation 
was  postponed.  Next  day,  after  many  denials,  a  confession 
was  made  and  the  diagnosis  became  plain.  We  all  see  such 
cases. 

These  facts  are  important  from  a  medico-legal  standpoint, 
and  I  often  wonder  that  the  plea  of  ignorance  of  the  condition 
present  is  not  often er  advanced  by  the  abortionist.  The  pro- 
duction of  abortion  by  the  passage  of  a  sound  in  a  case  of 
concealed  pregnancy  is  surely  not  a  crime.  I  have  done  it 
myself  in  one  case.  We  now  reach  the  point  I  wish  to  make. 
There  is  nothing  of  malpractice  in  the  opening  of  an  abdomen 
for  the  removal  of  a  tumor  during  the  existence  of  a  concealed 
pregnancy.  For  our  own  protection  in  the  future,  nothing 
can  be  more  to  the  point  than  Dr.  Vander  Veer's  remark, 
"  that  it  is  the  duty  of  the  profession  at  large  to  maintain  that 
pregnancy  may  be  absolutely  concealed  by  other  intra-abdom- 
inul  conditions."  But  we  should  endeavor  to  improve  our 
means  of  diagnosis. 

It  is  my  intention  to  discuss  cases  in  which  pregnancy  has 
been  recognized. 

Our  esteemed  fellow,  Professor  Vander  Veer,  in  the  American 
Journal  of  Obstetrics,  November,  1889,  discussed  the  subject  of 
"  Concealed  Pregnancy  and  its  Relations  to  Abdominal  Sur- 
gery," in  his  usual  thorough-going  manner.  He  searched 
much  literature  and  made  many  personal  inquiries  to  gain  the 
material  sought.  I  cannot  present  such  a  well-filled  wallet.  I 
have  consulted  some  authors,  but  consultations  with  the  past 
are  not  always  productive  of  progress.  Medical  and  surgical 
nonsense  is  handed  down  from  generation  to  generation  through 
the  medium  of  text-books.    Personal  experience  of  abdominal 
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tumors  complicating  pregnancy,  owing  to  their  rarity,  must 
necessarily  be  but  meagre.  "When  we  add  the  outcome  of 
many  meagre  experiences — experiences  of  men  with  modern 
advanced  ideas  and  working  along  the  same  lines — we  have  a 
large  total.  I  hope  that  in  the  discussion  the  members  will 
give  their  personal  experiences  and  will  endeavor  to  elaborate 
them  for  our  volume  of  Transactions,  and  thus  my  object  will 
have  been  accomplished. 

What  Tumors  Complicate  Pregnancy  ? 

I  intend  to  discuss  but  two  forms: 
Ovarian  tumors. 
Myomatous  tumors. 
For  all  practical  purposes  these  should  be  sufficient.  Some 
of  the  rules  applying  to  these  may  be  made  to  apply  to  other 
forms  of  tumor.     Much  information  may  be  gained  from 
statistics ;  and  statistics  may  lead  us  far  astray. 

Case  I.  Ovarian  tumor  and  four  months  pregnancy;  multilocular  cyst ; 
rupture  of  a  locule  previous  to  operation ;  abortion  ;  death. — My  friend  Dr. 
McFarlane  has  kindly  given  me  the  following  notes  of  this  case  :  Mrs.  F., 
the  mother  of  two  children,  was  noticed  by  her  friends  to  be  enlarged  as  if 
four  or  five  months  pregnant.  She  did  not  think  that  she  was  pregnant. 
Menstruation  was  regular  for  a  time,  but  then  ceased  for  four  months.  She 
engaged  her  monthly  nurse,  thinking  that  she  must  be  near  full  time.  It 
was  understood  that  Dr.  McFarlane  was  to  attend  her  in  her  confinement  as 
usual.  Four  months  after  the  cessation  of  the  menses  she  was  taken  sud- 
denly ill.  On  arrival,  the  doctor  found  her  suffering  from  shock.  She 
experienced  sudden  pain  in  the  abdomen  and  felt  faint.  When  seen  she 
was  almost  pulseless,  with  a  pinched  expression  of  the  face  and  cold  extremi- 
ties. She  rallied  but  could  not  get  up.  I  saw  her  in  consultation  with  Drs. 
Temple  and  McFarlane.  Owing  to  the  tenderness  we  administered  an 
anesthetic  and  made  out  a  pregnancy  and  an  ovarian  tumor.  The  patient  was 
evidently  suffering  already  from  septic  poisoning  arising  either  from  rupture 
of  the  cyst  or  twist  of  its  pedicle,  and  we  agreed  that  immediate  operation 
was  indicated.  The  patient  was  removed  after  several  days'  delay  to  the 
General  Hospital.  Septicemia  was  becoming  more  profound  during  the 
interval. 

On  opening  the  abdomen  the  uterus  came  forward  into  the  wound  and 
obstructed  the  operator.  One  locule  was  up  under  the  liver.  Another  was 
wedged  down  in  the  pelvis,  and  another  above  and  behind  it  near  the  spleen. 
Difficulty  was  experienced  in  puncturing  the  different  loculi.  If  the  uterus 
had  been  emptied  of  its  contents  the  removal  of  the  tumor  could  have  been 
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more  readily  accomplished.  The  patient  did  not  do  well ;  she  was  septic 
before  the  operation  and  died  three  days  after  it.  Miscarriage  took  place 
before  death. 

Case  II.  Myoma  of  broad  ligament  [thirty  five  pounds),  and  pregnancy 
(four  and  a  half  months) ;  Porro's  operation  ;  recovery.  (Reported  to  the 
Huron  Medical  Association,  and  published  in  the  American  Journal  of 
Obstetrics,  Sept.  1891.) — Mrs.  H.,  aged  thirty-nine  years;  Ill-para;  last 
child  ten  years  ago.  Menstruation  regular  until  February,  1891,  when  it 
ceased.  She  saw  a  slight  flow  in  the  middle  of  May.  She  thought  that  she 
was  pregnant  when  the  menstruation  ceased. 

Two  years  ago  she  complained  of  pain  in  the  back.  One  year  ago  (Feb. 
1890)  she  noticed  a  lump  in  the  left  iliac  region  about  the  size  of  a  hen's 
egg.  This  increased  in  size  until  it  reached  its  present  dimensions  (thirty- 
five  pounds).  Menstruation  for  some  months  before  it  ceased  had  been  in- 
creased in  quantity,  clotted,  and  more  painful,  but  regular. 

On  examination  I  found  the  condition  already  described  in  the  American 
Journal  of  Obstetrics.  Diagnosis :  Edematous  myoma  and  pregnancy  six- 
teen to  eighteen  weeks.  Advised  immediate  operation  owing  to  her  greatly 
distended  condition  and  the  rapidity  of  the  growth.  The  tumor  had  grown 
to  weigh  about  thirty-five  pounds  in  sixteen  months. 

I  need  only  say  that  I  removed  tumor,  uterus,  ovaries,  and 
tubes,  and  made  an  extra-peritoneal  pedicle  of  the  cervix. 
After  a  desperate  struggle  for  life  the  woman  made  au  excellent 
recovery  and  is  now  at  work  on  her  farm. 

When  performing  the  operation  I  at  hrst  threw  the  rope- 
clamp  around  the  tumor,  but  in  a  moment  decided  to  take  out 
the  uterus,  tubes  and  ovaries  as  well.  I  am  firmly  convinced 
that  this  was  the  best  course  to  pursue. 

Three  methods  of  procedure  were  presented : 

1st.  To  make  a  pedicle  of  the  tumor  where  it  arose  from 
the  left  broad  ligament  and  leave  the  pregnancy  alone.  The 
pedicle  would  have  been  an  extra-peritoneal  one  and  four  and 
a  half  to  five  inches  in  diameter. 

2d.  To  make  the  pedicle  as  stated,  and  empty  and  restitch 
the  uterus. 

3d.  To  remove  everything  as  I  did. 

Without  asking  for  counsel,  I  determined  upon  carrying  out 
the  latter.  Asking  for  advice  at  such  a  time  is  a  reprehensible 
practice.  A  surgeon  undertaking  such  an  operation  should 
have  all  the  peculiarities  of  the  case  turned  over  in  his  mind, 
and  he  ought  to  know  best  how  to  proceed.  When  I  err  on 
another's  judgment  I  feel  loath  to  acknowledge  it  as  an  error 
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of  my  own,  and  feel  dissatisfied;  but  when  I  err  on  my  own 
judgment  I  feel  like  a  fool,  but  am  at  any  rate  better  satisfied. 
Others  here  have  no  doubt  enjo}Ted  this  satisfaction. 

To  have  made  a  pedicle  of  the  tumor's  pedicle  would  have 
been  a  madman's  act.  The  uterus  would  soon  have  expelled 
its  contents  and  the  woman  would  have  promptly  died. 

To  have  complicated  myomotomy  and  an  extra-peritoneal 
pedicle  with  Cesarean  section  would  have  been  equally  hazard- 
ous.   The  third  course  was  the  proper  one  to  pursue. 

Case  III.  Uterine  myoma  and  pregnancy  at  full  time ;  attempted  forceps 
delivery;  delivery  by  version;  death  fifteen  days  after,  from  retained  lochia. 
(Notes  of  this  case  were  kindly  furnished  by  Dr.  Hillary.) — Mrs.  L. ,  aged 
twenty-seven  years,  married  four  years.  Dr.  Hillary  first  saw  her  in  1886, 
for  retention  of  urine.  The  bladder  was  emptied  by  catheter  and  a  tumor 
of  the  uterus  was  discovered  about  the  size  of  a  large  pineapple.  She  had 
been  aware  of  its  presence  for  about  a  year.  The  catheter  was  used  several 
times  and  the  patient  was  advised  to  enter  the  Toronto  General  Hospital  for 
further  advice-    She  failed  to  do  so. 

Dr.  Hillary  then  lost  sight  of  her  until  October,  1888,  when  he  found  her 
over  six  months  pregnant  with  an  enormous  tumor  occupying  the  whole 
abdomen.  She  measured  thirty-nine  inches  around  the  abdomen  at  the  level 
of  the  umbilicus.  The  uterus  was  to  the  right  and  the  tumor  reached  to  the 
ensiform  cartilage.  The  fetus  could  be  plainly  felt.  Labor  pains  set  in  on 
December  13th,  and  lasted  until  December  15th,  when  in  consultation  it  was 
decided  to  give  chloroform  and  attempt  delivery.  The  child's  head  was  the 
presenting  part.  Long  forceps  were  applied,  but  delivery  could  not  be  accom- 
plished by  that  method.  Dr.  Hillary  and  the  consultant  agreed  to  turn,  but 
feeling  that  the  case  was  likely  to  be  critical  and  exhausting,  they  sent  for 
another  physician  and  he  soon  arrived.  Two  efforts  were  made  to  turn,  but 
the  position  of  the  child  could  not  be  altered,  although  the  feet  could  be 
grasped.  After  another  half-hour  the  third  effort  was  successful  and  one 
foot  was  brought  into  the  vagina.  The  other  foot  was  then  grasped,  and 
while  one  physician  pushed  the  head  upward  the  other  made  traction  on  the 
feet.  In  another  half-hour  the  body  was  brought  down.  Difficulty  was 
next  met  with  when  an  attempt  was  made  to  extract  the  shoulders  and  head, 
but  the  delivery  was  at  last  accomplished.  I  relate  these  details  to  show  the 
great  difficulty  experienced  by  three  excellent  practitioners,  and  to  empha- 
size the  dangers  incident  to  such  a  procedure.  The  placenta  required  re- 
moval by  the  hand  and  a  catheter  was  required  to  draw  off  the  urine  for 
four  days.   Fetus  weighed  six  pounds. 

On  the  fifteenth  day  after  delivery  the  patient  began  to  complain  of  pain 
in  the  abdomen,  sickness  of  the  stomach,  and  fever  with  chills.  This  was  on 
the  30th  of  December.  On  the  31st  the  vomited  matters  became  green  and 
at  last  black.    The  patient  died  on  January  3d,  1889. 
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Post- mortem  examination  was  made  twenty-four  hours  after  death.  There 
were  no  evidences  of  peritoneal  inflammation.  The  tumor  weighed  seven- 
teen pounds,  and  measured  nineteen  inches  from  base  to  apex  and  eleven 
inches  across. 

On  its  right  lateral  aspect  and  a  little  behind,  the  uterus  was  found.  It 
would  readily  hold  the  open  hand  and  was  filled  with  stinking  pus.  It 
measured  4x6  inches  and  was  like  half  a  bladder  on  the  wall  of  the  tumor. 
The  left  appendages  could  not  be  found. 

Previous  to  December  30th,  antiseptic  injections  were  used,  to  avoid,  if 
possible,  any  septic  poisoning. 

The  early  removal  of  the  tumor  was  contemplated  as  soon  as  she  should 
regain  her  strength.  Dr.  Hillary  is  of  opinion  that  death  occurred  from  the 
retention  of  septic  material  within  a  non-elastic,  non-contractile  uterus. 

Case  IV.  Uterine  myoma  complicating  pregnancy ;  delivery  at  term  ; 
subsequent  suppuration  of  the  tumor  necessitatinf/  enucleation  from  below; 
recovery. — Mrs.  J.,  aged  thirty-nine  years,  was  admitted  into  the  Toronto 
General  Hospital,  under  my  care,  July  22d,  1891.  Dr.  Stevenson,  her  phy- 
sician, wrote  me  and  said  that  she  was  confined  on  the  last  day  of  May,  1891. 
The  labor  was  not  difficult,  but  a  peculiarity  was  noticed  during  the  delivery 
of  the  afterbirth.  Had  he  not  delivered  the  placenta  himself  he  would  not 
have  believed  that  it  had  come  away.  He  was  convinced  that  some  form  of 
tumor  was  present.  This  was  the  first  labor.  Four  years  previous  to  this 
time  she  had  suffered  from  some  illness  attended  with  much  vomiting.  One 
year  ago  she  had  painful  and  frequent  micturition. 

Four  days  after  the  birth  of  her  child  pain  set  in.  It  commenced  in  the 
right  iliac  region,  and  shot  across  the  abdomen  and  into  the  back.  It  was  at 
first  constant,  but  when  she  first  came  into,  the  hospital  under  my  care  it 
came  on  for  a  few  hours  and  then  ceased  for  a  time,  only  to  reappear.  The 
lochial  discharge  lasted  for  about  five  weeks.  Two  weeks  before  I  saw  her, 
or  about  five  weeks  after  labor,  a  greenish-yellow,  thick,  foul-smelling  dis- 
charge commenced  to  flow  from  the  vagina.  It  gradually  increased  in  quan- 
tity, though  it  diminished  in  consistency.  She  required  about  four  napkins 
daily.  She  reclined  on  the  left  side,  because  she  suffered  from  pain  when 
she  turned  on  her  back.  Abdomen  tender  on  percussion  in  the  right  iliac 
region,  where  a  dull  note  was  elicited.  The  rest  of  the  abdomen  was  tym- 
panitic.   My  house  surgeon  diagnosticated  the  case  as  one  of  acute  metritis. 

Examination  of  urine  gave  nothing  abnormal.  The  temperature  was  that 
of  septicemia.  A  large  abscess  of  the  left  labium  majus  was  found.  This 
was  sufficient  to  account  for  the  pus  temperature.  Under  chloroform  the 
abscess  was  opened  and  explored  with  the  finger.  No  intei'ior  communica- 
tion could  be  found.  Pus  was  oozing  from  the  uterus  and  the  tumor  spring- 
ing from  the  right  uterine  wall,  and  fundus  could  be  readily  felt.  I  therefore 
dilated  with  Goodell's  dilator  and  passed  in  a  finger.  A  large  sloughing 
myoma  was  found.  It  was  apparently  a  combination  of  the  three  varieties, 
submucous,  parietal,  and  subperitoneal. 

I  enucleated  it  from  below  ;  the  hemorrhage  was  very  profuse  but  not 
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alarming,  and  to  check  it  I  packed  the  uterus  with  knotted  strips  of  iodoform 
gauze,  tamponed  the  vagina,  and  applied  an  abdominal  binder  and  pad. 

When  the  uterine  tampon  was  removed  it  was  scarcely  blood-stained,  though 
I  had  scooped  out  large  pieces  of  the  myomatous  tissue,  leaving  only  the 
subperitoneal  portion  of  the  capsule  behind.  She  made  a  splended  recovery, 
and  went  home  in  perfect  health. 

I  relate  this  case  because  it  presents  another  feature  of  the 
question  we  are  endeavoring  to  answer.  Here  a  pregnancy 
was  apparently  happily  ended.  In  four  days  the  patient  be- 
came very  ill  with  what  might  have  been  taken  as  a  puerperal 
septicemia  had  not  the  fibroid  been  large  enough  to  make  its 
presence  known.  I  feel  convinced  that  these  fibroids  exist 
when  they  are  not  detected,  and  that  they  slough  subsequent 
to  both  labor  and  miscarriage,  and  give  rise  to  prolonged  and 
obscure  illness.  May  they  not  be  a  cause  of  some  cases  of 
unexplained  "  puerperal  fever?" 

The  next  case  is  intended  to  illustrate  the  effect  of  mis- 
carriage on  a  myomatous  tumor.  It  has  been  brought  under 
my  notice  within  the  last  two  w^eeks,  and  I  relate  it  at  length 
in  this  connection  to  avoid  the  necessity  for  any  future  report. 

Case  V.  Myomatous  tumor  of  the  uterus  and  pregnancy;  miscarriage; 
symptoms  of  septicemia ;  inflammation  and  probable  suppuration  in  the 
tumor;  obstruction  of  the  rectum;  exploratory  operation;  non-removal  of 
tumor,  owing  to  position  and  adhesions ;  recovery  from  operation  ;  case  still 
under  treatment.— Mrs.  G.,  aged  thirty-three  years ;  menstruation  regular 
until  four  years  ago,  when  pain  began  in  the  right  groin  and  at  the  lower 
part  of  the  abdomen,  shooting  down  the  legs.  Menorrhagia  came  on.  Two 
years  ago  she  had  a  miscarriage.  Two  months  ago  (June,  1891)  she  had 
another  miscarriage.  The  fetus  came  away  on  Thursday.  On  Sunday  her 
husband,  a  railroad  employe,  was  brought  home  badly  injured.  She  rose 
from  bed  and  waited  on  him  until  Monday  night,  when  what  she  supposed 
was  an  attack  of  inflammation  in  the  lower  abdomen  forced  her  to  bed  again. 
She  then  lay  for  four  weeks,  when  her  child  was  taken  ill.  She  thought  she 
got  up  sooner  than  she  should  have  done.  She  now  noticed  that  she  required 
to  strain  more  than  usual  when  her  bowels  moved.  This  difficulty  increased. 
Spasmodic  pains  came  on  every  ten  or  twenty  minutes,  and  she  felt  a  desire 
to  empty  the  bowels,  but  was  unable  to  do  so.  For  three  weeks  before  I  saw 
her  (September  3,  1891),  she  passed  nothing  but  a  little  mucus  per  rectum. 
When  straiuing  she  noticed  a  swelling  in  the  left  groin.  This  swelling,  she 
said,  shifted  itself,  at  first  gathering  up  into  a  hard  lump,  and  then  diffusing 
itself  over  the  abdomen.  Vomiting  set  in.  At  first  this  occurred  only  two 
or  three  times  a  day,  but  when  she  came  under  my  notice  she  vomited  every- 
thing that  she  took  in  the  form  of  solid  nourishment. 
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Temperature  rose  to  101°  at  night,  and  dropped  in  the  morning  to  about 
99°.  Pulse  about  100.  The  temperature  and  pulse  indicated  pus  or  pelvic 
inflammation.  The  pelvic  inflammation  dated  from  the  miscarriage.  On  ex- 
amination under  chloroform  I  found  a  mass  in  the  pelvis,  filling  up  the  right 
and  left  parametrium  and  pressing  around  the  rectum,  producing  tension  and 
shortening  of  the  utero-sacral  ligaments,  and  almost  complete  obstruction  of 
the  rectum  at  that  point.  Above  this  the  rectum  could  be  made  out,  distended 
with  boggy,  lumpy,  fecal  matter.  Abdomen  enlarged  and  dulness  on  per- 
cussion over  left  side  of  it,  and  extending  up  to  the  level  of  the  umbilicus. 
I  diagnosticated  this  mass  as  a  collection  of  fecal  matter,  and  thought  the 
pelvis  more  typical  of  the  old-time  pelvic  cellulitis  than  any  pelvis  I  had  ever 
felt.  The  sound  passed  three  and  one  half  inches  into  the  uterus,  and  the 
uterus  was  evidently  in  the  centre  of  the  mass.  No  ovaries  or  tubes  could 
be  lelt  on  either  side,  owing  to  the  apparent  matting  of  the  parts. 

High  enemata  were  ordered,  and  did  not  seem  to  be  effectual  for  twenty- 
four  hours.  I  arranged  to  explore  the  abdomen  and  to  open  the  bowel  for 
the  present  and  allow  the  patient  to  gain  her  strength  before  attempting  the 
removal  of  any  mass  from  the  pelvis. 

On  the  morning  of  the  operation  (forty-eight  hours  after  the  high  enemata) 
several  evacuations  of  the  bowels  took  place,  and  the  tumor  became  reduced 
in  size.  But  when  under  chloroform  for  the  laparatomy  an  indefinite  mass 
could  be  felt  in  the  abdomen,  spreading  up  behind  the  bowels.  On  opening 
the  abdomen  I  found  the  rectum  with  lumps  of  fecal  matter  in  it,  but  not 
abnormally  distended.  It  was  non-adherent,  and  had  no  doubt  moved  around, 
as  the  patient  said,  in  its  attempts  to  empty  itself  of  its  abnormal  quantity 
of  fecal  matter.  Down  behiud  thickened  and  firmly  adherent  omentum  and 
bowels  was  an  irregular,  firmly  imbedded  mass,  filling  the  posterior  part  of 
the  pelvis  and  extending  up  into  the  abdomen  behind  omentum  and  adherent 
bowels  to  the  level  of  the  umbilicus  on  the  left  side,  but  not  quite  so  high  on 
the  right.  It  was  evidently  a  firmly  bound,  inflamed  or  suppurating  multi- 
nodular uterine  myoma.  It  was  only  by  the  combined  vaginal  and  intra- 
abdominal examination  that  I  could  come  to  a  positive  conclusion.  The 
adhesions  were  so  firm  that  they  could  not  be  separated  without  tearing  the 
capsule  of  the  tumor,  and  the  tumor  was  firmly  adherent  to  the  pelvic  peri- 
toneum behind.  Removal  would  have  meant  death  to  the  patient,  and  a 
previous  experience  with  a  similar  tumor  stayed  my  hand.  The  patient  is 
recovering  from  the  operation,  but  I  am  unable  to  say  what  the  termination 
will  be.  This  case  is  one  of  abdominal  tumor  complicated  by  pregnancy. 
Miscarriage  resulted.  This  was  followed  by  inflammation  around  if  not  sup- 
puration in  the  tumor,  and  the  woman's  life  is  seriously  endangered.  If 
suppuration  is  going  on  in  the  tumor  the  septic  temperature  will  no  doubt 
continue. 

After  giving  my  mite  of  experience  it  is  only  right  that  I 
should  add  them  to  what  can  be  learned  from  our  great  masters, 
and  endeavor  to  lay  down  a  definite  course  of  procedure. 
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Ovarian  Tumors  and  Pregnancy. 

The  methods  of  treatment  might  be,  to — 

(a)  Allow  the  pregnancy  to  go  to  term  or  until  the 

uterus  throws  off  its  product. 
(6)  Puncture  the  cyst  from  time  to  time  until  delivery 

is  completed. 

(c)  Induce  premature  labor. 

(d)  Perform  ovariotomy — the  uterus  left  to  abort  or  go 

on  to  term. 

(e)  Perform  ovariotomy — the  uterus  emptied  of  its  con- 

tents by  Cesarean  section. 
(/)  Perform  ovariotomy  and  abdominal  hysterectomy. 

Experience  is  against  the  induction  of  premature  labor. 
Patients  will  abort  and  recover,  and  abort  and  die,  in  about  an 
equal  number  of  these  cases.  A  large  number  of  cases  in 
which  ovariotomy  is  performed  during  the  early  months  of 
gestation  will  go  on  to  term.  Early  operation  is  undoubtedly 
advisable  unless  the  cyst  is  a  small  one  and  not  likely  to 
impede  the  labor.  When  operation  is  performed  during  the 
early  months  of  gestation  it  is  advisable  to  leave  the  uterus 
unemptied.  When  pregnancy  has  reached  a  later  stage  ex- 
perience shows  that  cysts  with  fluid  contents  and  favorably 
situated  may  be  tapped  several  times  if  necessary,  with  perfect 
safety.  Some  have  aborted  after  tapping.  The  experience  of 
Sir  Spencer  Wells  with  tapping  was  satisfactory.  He  tapped 
five  cases,  and  in  all  living  children  were  born.  One  patient 
was  tapped  three  times.  Sudden  death  occurred  in  three  cases 
that  were  not  tapped  or  operated  upon,  in  or  before  the  seventh 
month  of  pregnancy,  from  rupture  , of  the  cyst.  If  no  such 
rupture  occurred  in  cases  where  the  pregnancy  and  ovarian 
tumor  were  allowed  to  progress  together  without  interference, 
the  children  were  born  in  two.  It  is  certainly  not  safe  to 
allow  the  two  conditions  to  continue  without  interference. 
Exceptional  instances  may  occur  in  which  the  tumor  is  prob- 
ably dermoid,  and  hence  of  slow  growth,  but  in  all  cases  there 
is  danger  of  a  rupture  of  the  cyst  or  a  twist  of  its  pedicle. 
But  cases  may  have  passed  the  fourth  month  of  pregnancy 
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and  the  tumor  may  be  multilocular  or  unilocular  with  colloid 
contents,  or  dermoid,  and  therefore  not  suitable  for  tapping, 
or  may  be  so  situated  as  to  cause  a  serious  impediment  to  labor. 
Bemoval  of  the  tumor  will  be  difficult  from  the  size  and  posi- 
tion of  the  pregnant  uterus ;  the  uterus  may  be  accidentally 
cut  into  or  punctured,  or  may  recmire  much  handling.  In 
such  cases  I  believe  the  best  interests  of  the  patient  will  be 
served  by  emptying  the  uterus  and  removing  the  cyst.  Ab- 
dominal hysterectomy  should  only  be  performed  when  Cesarean 
section  is  inadmissible  on  account  of  the  continuance  of 
hemorrhage  from  the  uterine  incision  or  placental  site.  Only 
one  ovary  should  be  removed  if  the  other  appears  healthy, 
unless  by  special  request  of  the  patient.  If  urgent  symptoms 
arise  at  any  time  during  the  course  of  the  progress  of  the  two 
conditions,  or  after  tapping,  operation  should  be  done  without 
delay,  and  the  rules  already  laid  down  should  aid  us  in  our 
decision  as  to  the  best  method  of  treating  the  pregnant  uterus. 

Vander  Veer  mentions  four  cases  in  which  the  uterus  was 
accidentally  punctured.  In  two  of  them  Cesarean  section  was 
successfully  performed ;  in  one  the  wound  was  closed  by  suture 
followed  by  abortion  and  death ;  in  one  abdominal  hyster- 
ectomy was  performed,  followed  by  death. 

Sir  Spencer  Wells  says  that  of  three  cases  in  which  the 
uterus  was  punctured,  the  only  one  that  recovered  was  the  one 
in  which  the  pregnant  uterus  was  emptied. 

I  find  a  case  recorded  in  the  Boston  Medical  and  Surgical 
Journal,  in  which  the  pregnant  uterus  was  punctured  during 
ovariotomy,  followed  by  recovery  and  labor  at  full  term.  If 
the  pregnant  uterus  is  punctured  it  should  be  emptied  of  its 
contents. 

Myomatous  Tumors  and  Pregnancy. 

(a)  Induction  of  premature  labor. 

(6)  Early  myomotomy  or  abdominal  hysterectomy. 

(c)  Late  abdominal  hysterectomy  or  Cesarean  section. 

(d)  Tentative  measures  such  as : 

1.  Enucleation  to  permit  of  the  completion  of 
labor. 
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2.  Enucleation  of  a  sloughing  tumor  following 

the  labor. 

3.  Abdominal    hysterectomy   for   a  sloughing 

tumor  or  uncontrollable  hemorrhage  fol- 
lowing the  labor. 

4.  Abdominal  hysterectomy  for  septic  infection 

from  retention  of  discharges  in  a  non-con- 
tractile uterus  following  labor. 

5.  Abdominal  hysterectomy  or  Cesarean  section 

to  end  a  labor  that  will  require  long  forceps, 
version,  or  craniotomy. 

Playfair  only  voices  the  sentiments  of  those  who  have  the 
experiences  that  teach,  when  he  says : 

"  The  risks  of  pregnancy  should  be  avoided  in  every  case  in 
which  uterine  fibroids  of  any  size  exist." 

I  have  recently  removed  the  ovaries  and  tubes  from  a  lady 
suffering  from  uterine  fibroids.  She  has  had  miscarriage  after 
miscarriage.  Her  husband  would  take  no  means  to  avoid  the 
production  of  pregnancy.  These  were  genuine  miscarriages, 
because  the  products  of  conception  were  found.  Owing  to 
three  conditions — the  dangers  from  repeated  and  exhausting 
miscarriages,  menorrhagia,  and  pruritus  pudendi — I  removed 
the  ovaries  and  tubes.  I  have  never  seen  repeated  miscarriages 
in  cases  suffering  from  uterine  myomata  urged  as  a  plea  for 
oophorectomy.  This  patient  never  carried  a  gestation  beyond 
the  third  month.  I  look  upon  a  uterine  fibroid  as  one  of  the 
most  frequent  causes  of  abortion. 

These  abortions  cannot  be  prevented ;  they  have  added  to 
them  an  increased  element  of  danger  from  excessive  and  un- 
controllable hemorrhage,  and  they  may  be  followed  by  an  in- 
flammation and  suppuration  of  the  tumor. 

Pregnancies  in  such  cases  will  occur;  women  with  fibroids 
will  marry  in  spite  of  well-timed  advice;  and  fibroid  tumors 
will  develop  in  married  women,  or  may  be  present  in  women 
before  marriage,  without  giving  rise  to  symptoms. 

Fibroids  are  prone  to  suppurate  after  labor  and  after  mis- 
carriage; they  are  prone  to  increase  rapidly  in  size  during 
pregnancy,  and  sometimes  disappear  as  rapidly  after  delivery. 
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The  literature  of  this  part  of  our  subject  is  not  extensive. 
Between  the  gynecologist  and  the  obstetrician  it  has  been 
neglected.  Each  refers  the  reader  to  the  other,  much  to  the 
reader's  disgust. 

Many  good  surgeons  have  demonstrated  the  fallacy  of  the 
old  idea,  that  any  operation  on  a  pregnant  woman  was  almost 
sure  to  be  followed  by  abortion  or  premature  labor. 

Cases  have  been  reported  of  the  enucleation  of  myomatous 
tumors  from  the  wall  of  a  pregnant  uterus  with  delivery  at 
full  term.  I  am  convinced  that  myomatous  tumors  may  be 
enucleated  from  below,  if  sloughing,  without  any  great  danger. 
I  have  been  amazed  at  the  small  amount  of  bleeding  from  two 
tumors  inside  whose  capsule  I  have  had  my  hand  from  below. 
When  torn  above  in  the  abdomen  the  bleeding  from  the  cap- 
sule is  terrifying. 

When  a  fibroid  tumor  of  sufficient  size  to  obstruct  labor  is 
found  growing  from  the  cervix  uteri,  I  believe  that  it  may  be 
safely  enucleated  from  below,  and  that  labor  can  then  be  com- 
pleted. When  the  fibroid  tumor  grows  from  the  uterine  wall 
and  makes  delivery  a  complicated  and  formidable  procedure, 
I  believe  that  an  abdominal  delivery  will  give  the  best  results 
if  carried  out  before  the  woman  has  become  exhausted  by 
manipulations  from  below. 

Lusk,  quoting  Chambazian,  says,  that  of  20  forceps  cases, 
12  mothers  and  7  children  were  saved;  of  20  version  cases, 
only  8  mothers  and  3  children  were  saved;  or  in  other  words, 
out  of  40  cases,  20  mothers  and  15  children  were  saved;  a 
mortality  of  50  per  cent,  for  the  mothers  and  of  63  per  cent, 
for  the  children.  The  Cesarean  section  and  abdominal  hyster- 
ectomy of  to-day  can  undoubtedly  give  much  better  results 
than  these. 

My  belief  is  that  craniotomy,  version,  and  the  forceps,  should 
give  way  to  modern  Cesarean  section  or  abdominal  hyster- 
ectomy in  cases  of  labor  complicated  by  fibroid  tumors  of  the 
uterus.  Cesarean  section  should  only  displace  abdominal 
hysterectomy  in  those  cases  in  which  the  latter  cannot  be 
carried  out  owing  to  the  intra-pelvic  character  of  the  growth. 

By  abdominal  hysterectomy  three  of  the  great  dangers  ac- 
companying delivery  by  forceps,  version,  or  craniotomy  will 
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be  removed,  namely:  hemorrhage,  suppuration  of  the  tumor, 
and  the  retention  of  the  discharges  in  a  non-contractile  uterus. 

When  a  broad-ligament  myoma  complicates  a  pregnancy 
and  gives  rise  to  symptoms  necessitating  interference,  enuclea- 
tion may  be  possible,  but  this  fortunate  condition  will  more 
probably  be  met  in  cases  of  concealed  pregnancy  where  the 
operation  has  been  primarily  done  to  remove  the  tumor. 
Should  enucleation  appear  possible,  it  should  be  attempted, 
and  if  successfully  accomplished  the  uterus  should  be  left 
alone.  But  if  an  extra-peritoneal  pedicle  is  necessary,  an 
abdominal  hysterectomy  should  be  the  operation  chosen. 

When  a  fibroid  tumor  is  growing  rapidly  and  pregnancy 
exists,  I  believe  early  abdominal  hysterectomy  should  be  done 
if  the  patient  is  much  inconvenienced  by  her  size.  But  with 
the  tentative  measures  mentioned  kept  well  in  view,  I  cannot 
see  that  there  is  any  great  urgency  for  early  operation. 

Fibroid  tumors  accompanied  by  pregnancy  differ  in  this  re- 
spect from  ovarian  tumors  accompanied  by  pregnancy.  In  the 
former  I  would  not  urge  early  operation  ;  in  the  latter,  I  would 
urge  early  operation. 

In  this  imperfect  presentation  of  the  subject  I  do  not  wish 
to  appear  dogmatic.  The  views  expressed  are  simply  my  own, 
and  as  my  experience  enlarges  they  may  become  materially 
changed. 


DISCUSSION. 

Dr.  Horace  T.  Hanks,  of  New  York  (by  invitation). — Mr.  Presi- 
dent: I  have  been  interested  for  many  years  in  the  subject  of  uterine 
and  ovarian  tumors  complicating  pregnancy.  I  agree  in  the  main  with 
Dr.  Ross's  conclusions ;  but  I  think  we  must  judge  each  case  on  its 
own  merits.  It  is  a  subject  I  looked  up  some  years  ago,  and  read  a 
paper  upon  it.  (See  Am.  Joum.  Obst.)  We  had  had  reports  of  a 
large  number  of  cases  of  pregnancy  complicated  by  uterine  fibroids, 
and  a  number  complicated  by  malignant  disease.  I  reported  four 
or  five  cases  from  my  own  practice.  The  subject  of  ovarian  cysts 
and  pregnancy  is  of  great  interest,  and  I  have  had  my  share  of  ex- 
perience in  this  line  of  work  also.  I  believe  that  we  should  operate 
or  not  operate,  not  altogether  because  the  patient  wishes  it,  but  because 
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the  life  of  mother  and  child  is  rendered  more  or  less  safe,  and  because 
you  have  got  or  have  not  got  a  good  assistant  to  take  care  of  the 
patient.  I  should  never  go  seventy-five  miles  into  the  country  and 
remove  an  ovarian  cyst  from  a  woman  several  months  pregnant,  and 
leave  the  case  in  the  hands  of  the  family  physician,  who  knows  noth- 
ing about  such  cases.  In  one  such  case  the  patient  had  been  tapped 
a  month  before  I  saw  her,  and  all  the  ovarian-cyst  fluid  was  removed. 
I  went  there  and  operated.  The  patient  recovered  from  the  operation 
and  gave  birth  to  a  live  child  ten  days  after  the  operation,  and  the 
child  lived  a  week,  but  the  mother  died  ten  days  after  the  birth  of  the 
child. 

I  think  we  not  only  want  to  consider  the  case  of  the  patient,  but 
the  surroundings  also,  and  when  you  know  that  you  have  a  unilocu- 
lar cyst  you  can  tap  and  remove  the  fluid,  and  the  patient  can  go 
on  to  term,  or  at  least  to  eight  and  a  half  months.  Then,  if  danger 
threatens,  operate,  and  you  are  justified  in  doing  it.  If  she  is  in  your 
hands  in  a  private  or  public  hospital,  it  is  somewhat  different.  But 
if  you  have  a  dermoid  cyst,  and  have  symptoms  which  demand  relief, 
you  are  justified  iu  operating.  If  you  have  pregnancy  complicated 
with  fibroid  tumors,  the  case  is  different.  They  grow  very  rapidly 
from  the  first  month  up  to  the  fifth  or  sixth  month,  but  do  not  from 
the  seventh  to  the  ninth  month.  That,  at  least,  has  been  my  ex- 
perience. If  the  tumor  is  situated  in  the  cervix,  and  you  can  enu- 
cleate it,  you  are  justified  in  doing  it,  because  you  cannot  deliver 
through  a  cervix  of  which  two-thirds  is  a  fibroid.  If  you  cannot  do 
that,  you  are  justified  in  producing  premature  labor  or  an  abortion  at 
the  second  or  third  month.  If  the  uterus  is  movable;  if  it  can  be 
pushed  up  easily ;  if  the  tumor  is  the  size  of  your  fist ;  if  you  can 
push  the  cervix  above  the  brim,  and  you  have  two-thirds  of  the 
cervical  tissue  healthy,  you  are  justified  in  delaying  until  the  child  is 
viable.  If  your  tumor  is  above  the  middle  zone,  it  is  not  going  to  do 
much  harm.  The  child  can  be  delivered  quite  easily  if  the  tumor  is 
there.  I  have  delivered  three  women  at  term  where  there  were  fibroid 
tumors  four  or  five  inches  in  circumference,  located  in  the  upper  zone, 
and  in  each  case  mother  and  child  lived.  But  where  you  believe  that 
the  tumor  is  so  large  ;  when  you  are  called  in  in  the  second  month,  and 
find  you  have  a  pregnancy  complicated  with  a  fibroid  tumor,  and  this 
tumor  covers  a  large  portion  of  the  lower  zone,  I  think  the  best  plan 
of  all  is  to  produce  an  abortion  at  once.  If  the  patient  is  six  months 
pregnant,  in  such  a  complicated  case  do  a  hysterectomy.  You  have 
to  treat  each  case  on  its  own  merits.  These  cases  today  are  not 
so  formidable  as  they  used  to  be,  because  if  you  find  that  you  cannot 
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deliver  at  term  you  can  perform  abdominal  section.  We  expect  our 
patients  to  get  well  in  either  case.  There  is  always  danger  of  hemor- 
rhage and  of  suppuration  after  delivery  at  term,  but  with  our  anti- 
septic solutions  we  ought  to  meet  the  emergencies  as  they  come. 

Dr.  A.  Vander  Veer,  of  Albany. — I  feel  a  little  reluctant  to  take 
up  the  time  of  the  Association,  as  there  are  men  here  who  are  better 
able  to  discuss  this  excellent  paper  than  myself,  but  there  are  a  few 
points  I  would  like  to  spend  a  few  moments  upon.  The  difficulty  of 
diagnosis  in  a  case  of  a  fibroid  of  the  uterus  or  ovarian  tumor  is  one 

the  problems  of  surgery.  I  feel  that  the  subject  is  being  handled 
with  much  greater  clearness  and  more  satisfaction  than  formerly  ;  but 
it  is  essential  to  make  a  diagnosis,  and  in  making  the  diagnosis  we 
have  very  little  that  helps  us  in  the  history  that  is  given  by  the 
patient.  A  lady,  married,  who  has  had  children,  or  who  has  not  had 
children — perhaps  anxious  to  have  children — if  she  has  a  uterine 
fibroid,  will  endeavor  to  make  you  believe  that  she  is  not  pregnant, 
because  she  believes  there  is  a  great  deal  of  danger  ahead  for  her. 
If  she  is  unmarried,  she  certainly  denies  it  in  tolo.  Yet  I  have 
noticed  three  or  four  cases  where  surgeons  were  induced  to  cut  down 
upon  a  supposed  fibroid  in  an  unmarried  woman,  and  found  their 
mistake  in  coming  upon  a  pregnant  uterus.  These  cases  are  more 
apt  to  be  seen  in  married  women.  We  have  to  make  a  diagnosis  from 
actual  examination  and  from  our  own  knowledge  of  the  symptoms  of 
pregnancy.  It  is  necessary  to  make  a  diagnosis  as  regards  fibroid 
tumors.  The  difficulty,  I  believe,  in  many  of  these  cases  at  full-term 
delivery,  in  saving  the  life  of  the  child  and  the  woman,  is  in  the  loca- 
tion of  the  tumor.  If  the  tumor  is  located  low  down  in  the  uterus,  it 
is  almost  sure  to  give  trouble.  A  small-sized  fibroid  tumor  located 
near  the  fundus  of  the  uterus  will  give  almost  no  trouble  at  all. 
But  another  condition  which  Dr.  Ross  did  not  touch  upon — perhaps 
he  did  not  intend  that  his  paper  should  reach  out  in  that  direction, 
but  this  has  been  touched  upon  by  some  others  and  some  patholo- 
gists— is  this,  that  in  most  cases  in  which  a  patient  who  has  a  uterine 
fibroid  becomes  pregnant,  the  tumor  will  take  on  immediately  a 
certain  amount  of  growth  ;  more  in  some  cases  than  others.  In  some 
few  cases  it  will  go  on  to  sarcomatous  degeneration,  and  then  even  the 
Cesarean  section  will  not  s.ave  the  patient.  Therefore,  I  say,  it  is 
essential  that  a  diagnosis  should  be  made,  and  if  the  fibroid  is  located 
low  down,  then  premature  delivery  or  operation  is  almost  made  a 
necessity.  Now,  even  in  the  plainest  cases  of  uterine  fibroid  in  which 
you  have  the  complication  of  pregnancy,  those  of  us  who  have  watched 
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them  will  agree  that  there  is  scarcely  a  case  in  which  the  tumor  is  not 
exceedingly  tender,  showing  the  liability  to  take  on  suppuration,  and 
from  that  to  a  septic  condition  is  an  easy  stage.  A  little  while  ago  a 
case  of  this  kind  presented  itself :  A  lady  living  near  Pittsfield,  mar- 
ried ten  years,  exceedingly  anxious  to  have  children,  had,  without  a 
doubt,  a  fibroid  tumor.  The  family  physician  sent  for  me  to  deter- 
mine as  to  the  propriety  of  an  operation.  I  said  :  "  My  good  woman, 
you  are  pregnant  in  addition  to  the  fibroid."  She  was  taken  to  a 
hospital  at  Pittsfield  and  attended,  and  made  a  good  recovery.  But 
the  fibroid  after  delivery  almost  seemed  to  be  in  a  condition  ready  to 
suppurate.  She,  however,  escaped  that  direful  termination,  yet  that 
fibroid  was  located  on  the  upper  segment  of  the  uterus,  or  rather  on 
the  right  of  the  uterus,  and  was  in  a  favorable  condition  for  the  preg- 
nancy to  go  on  to  term.  There  is  another  point  that  I  have  not  heard 
dwelt  upon  to  any  great  extent,  viz. :  the  question  of  the  diagnosis  of 
a  fibroid  that  we  realize  is  there,  or  know  is  there.  The  patient  goes 
on  and  has  a  very  natural  pregnancy,  a  good  delivery,  and  the  fibroid 
disappears.  The  facts  are  these,  that  fibroids  will  disappear  under  the 
influence  of  pregnancy  ;  the  pregnant  state  seems  to  produce  that 
effect  upon  them.  The  medico-legal  point  of  the  question  has  been 
touched  upon  by  two  or  three  of  the  decisions  that  have  occur  red  in 
court,  which  I  discovered  in  looking  up  the  subject  carefully  for  another 
paper.  We  should  be  thoroughly  united  and  thorough  in  our  emphasis 
that  in  these  cases  the  fibroid  does  sometimes  disappear  under  the  in- 
fluence of  pregnancy.  Very  little  can  be  said  in  addition  to  what 
Dr.  Ross  has  urged  regarding  the  treatment  of  ovarian  tumors  coupled 
with  pregnancy.  I  believe  in  those  cases  we  should  tap  and  carry  the 
patient  along  as  far  as  possible  toward  term.  If  it  is  a  single  cyst  we 
should  tap,  and  in  that  way  avoid  the  doing  of  as  severe  an  operation 
as  laparatomy ;  although  we  all  know  that  we  can  open  the  abdominal 
cavity  during  pregnancy,  and  our  patients  go  to  term,  and  that  it  is 
rather  the  exception  to  have  such  a  patient  abort.  We  can  do  ab- 
dominal section  in  cases  of  pregnancy  with  comparative  safety. 
Nevertheless,  I  say  of  the  single  ovarian  cyst,  If  it  can  be  tapped,  let 
it  be  tapped. 

Dr.  L.  S.  McMurtry,  of  Louisville. — The  course  to  be  pursued  in 
cases  of  pregnancy  complicated  by  tumors  must  depend  upon  the 
indications  of  special  cases  and  the  period  of  pregnancy  when  each 
patient  applies  for  treatment.  For  example,  if  the  case  is  presented 
at  a  time  when  the  uterus  is  comparatively  small  and  the  tumor  lies 
alongside  with  a  distinct  line  of  demarcation  between  ovarian  cyst  and 
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uterus,  making  diagnosis  clear,  then  we  can  safely  proceed  to  removal 
of  the  tumor.  When,  however,  the  patient  is  far  advanced  in  preg- 
nancy, and  the  diagnosis  between  ovarian  cyst  complicating  pregnancy 
and  hydramnios  with  attenuated  uterus  is  not  clear,  then  a  decision  as 
to  operative  interference  is  more  difficult.  The  diagnosis  of  pregnancy 
associated  with  myoma  of  the  uterus  is  often  most  difficult.  I  have 
recently  had  in  my  care  such  a  patient,  who  refused  to  believe  herself 
pregnant  when  I  could  feel  the  movements  of  the  child  in  utero.  Every 
case  must  be  treated  upon  its  special  indications.  As  a  rule,  it  is  best 
to  adopt  tentative  measures  until  it  is  evident  that  safe  delivery  cannot 
be  accomplished.  We  are  indebted  to  Dr.  Ross  for  gathering  together 
so  much  valuable  experience  upon  this  important  subject  and  formu- 
lating lines  of  action  for  our  guidance. 

Dr.  M.  C.  O'Brien,  of  New  York. — Tumors  complicating  preg- 
nancy are  formidable  in  proportion  to  their  position,  number,  size,  and 
formation.  It  behooves  us,  therefore,  when  confronted  with  a  tumor 
during  pregnancy  or  found  obstructing  lab  jr,  especially  in  the  latter 
case,  to  terminate  the  ordeal  with  every  possible  haste  and  precaution 
consistent  with  safety  ;  and  then,  with  the  concurrence  of  the  patient, 
take  advantage  of  any  scientific  means  to  prevent  another  occasion 
whereby  the  mother's  or  child's  life  may  be  jeopardized — for  tumors 
will  grow,  and  women  will  become  pregnant.  I  call  to  mind  a  case 
which  will  substantiate  the  above  proposition.  Six  years  ago  I  de- 
livered a  woman,  after  a  labor  lasting  from  eight  in  the  evening  until 
six  the  following  morning,  of  a  five  and  one-half  pounds  female  child. 
The  breech  having  presented,  I  had  frequent  recourse  to  pressure 
upon  the  fundus  uteri,  and  during  these  manipulations  discovered  a 
hard,  nodular  tumor  at  the  right  cornua.  The  placenta  was  so  firmly 
adherent  at  this  identical  point  that  I  had  to  call  in  a  neighboring 
friend,  who  removed  the  placenta  completely,  and  confirmed  my  diag- 
nosis of  an  extra-uterine  fibroid — hard,  nodular,  and  the  size  of  a 
billiard-ball.  The  third  day  following,  I  informed  the  husband  of  his 
wife's  condition  ;  he,  in  turn,  told  his  sister-in-law,  who  exclaimed  that 
her  elder  sister  had  twins,  two  weeks  before,  and  that  there  were  "  no 
tumors  in  the  family.''  The  next  morning  I  found  the  patient  lying 
under  a  large  flaxseed  poultice,  applied  secundum  artem,  to  take  down 
the  "lump."    I  was  summarily  dismissed. 

Four  months  ago,  while  making  a  call  at  the  Harlem  Hospital,  in 
the  northeastern  part  of  this  city,  the  surgeon,  Dr.  Thomas  H.  Mauley, 
showed  me  a  case  of  cancer  of  the  right  mamma,  that  he  proposed 
operating  upon.    The  patieut  had  ptosis  of  one  eye,  which  gave  her  a 
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peculiar  expression,  by  which  I  identified  the  person  of  my  quondam 
patient  of  the  "  tuniorless  family."  I  learned  that  she  entered 
under  an  assumed  name.  I  looked  up  her  last  physician  (for  she 
suffered  from  many),  and  gleaned  that  during  the  previous  four  years 
she  had  been  twice  delivered  of  immature  children,  but  that  he  did 
not  know  of  anything  unusual  about  the  uterus. 

In  the  course  of  a  few  days  the  breast  was  amputated,  the  axilla 
cleared  out  of  many  enlarged  glands,  and  by  the  fifth  week  she  was 
so  far  improved  as  to  be  able  to  leave  the  hospital  and  return  daily 
for  inspection.  Being  of  a  dark  complexion  and  spare  build,  her 
emaciation  and  cachexia  showed  perceptibly,  but  being  over  forty  years 
of  age,  with  a  flabby,  pendulous  abdomen,  no  particular  attention  was 
given  in  that  direction,  and  she  took  much  pains  to  conceal  her  condi- 
tion, as  the  nurses  subsequently  informed  me.  I  wanted  to  make  my 
grounds  pretty  firm,  and  requested  of  Dr.  Manley  that  the  abdomen  be 
examined,  and,  to  the  consternation  of  everybody  present,  that  abdomen 
was  found  to  be  completely  filled  with  hard,  nodular  masses,  from  the 
size  of  a  chestnut  to  that  of  an  orange — the  uterus  bound  down  by 
"firm  adhesions,  enlarged,  doughy,  and  immovable — -an  ichorous,  foul- 
smelling  discharge  issuing  from  the  vagina.  (There  was  no  syphilitic 
history  in  this  case.)  After  improving  somewhat,  the  patient  gradu- 
ally retrogressed  and  eventually  died  within  two  months.  A  post- 
mortem proved  these  tumors  to  be  sarcomatous,  and  the  whole  peri- 
toneal cavity  was  filled  with  one  mass  of  sarcomatous  tissue. 

I  conclude  therefore,  gentlemen,  that  when  we  find,  in  a  parous 
woman  upward  of  forty  years  of  age,  a  hard,  suspicious  tumor  of  the 
uterus  or  uterine  adnexa,  that  we  should  make  an  effort  to  prevail 
upon  the  patient  to  have  it  extirpated,  because,  at  the  climacteric, 
which  is  soon  to  follow,  this  adventitious  tissue  will  most  probably  as- 
sume a  malignant  character.  Had  my  patient  been  relieved  of  her 
diseased  uterus  after  the  birth  of  her  first  child,  she  would  have  been 
saved  two  abortive  labors,  the  torture  of  cancer,  and  might  possibly  be 
living  today. 

Dr.  I.  H.  Cameron,  of  Toronto. — I  regret  that  I  did  not  arrive  in 
time  to  hear  all  of  Dr.  Ross's  paper.  Gathering  some  inkling,  how- 
ever, of  its  main  bearings  from  the  remarks  that  have  been  made  by 
others,  I  must  say  that  I  am  strongly  in  accord  with  the  opinions 
expressed  that  no  general  rules  can  be  laid  down  for  our  guidance  in 
any  case.  Every  case,  as  Dr.  Hanks  has  said,  must  be  treated  on  its 
own  merits.  It  seems  to  me,  however,  that  a  distinction  should  be 
made.    My  experience  in  operative  proceedings  is  confined  to  those 
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involving  the  tubes.  In  four  such  cases  I  operated  early,  and  had 
satisfactory  results.  In  regard  to  fibroid  tumors  complicating  preg- 
nancy, it  has  been  my  fortune  to  see  a  number  of  cases  in  the  hands 
of  others.  They  terminated  disastrously.  On  those  grounds  I  am 
inclined  to  think  that  a  sharp  distinction  should  be  made  between 
between  tumors  involving  the  uterus  and  those  involving  the  ovary. 
As  Dr.  Hanks  said,  the  position  of  the  fibroid  tumor  makes  all  the 
difference  in  the  world,  and  I  suppose  that  if  it  be  clear  that  the  posi- 
tion of  the  tumor  does  not  interfere  with  delivery,  it  might  be  laid 
down  as  a  general  rule  that  interference  ought  not  to  be  had  before 
gestation  was  completed.  Of  course,  there  may  be  risks  of  inflamma- 
tion from  malignant  disintegration,  and  that  has  to  be  taken  as  one 
of  the  risks  incident  to  the  position.  I  think  to  interfere  in  these 
cases  before  labor  is  meddlesome  surgery.  Some  of  the  cases  Dr.  Ross 
speaks  of  had  come  under  my  own  observation,  and  one  I  had  the 
good  fortune  to  escape  operating  upon.  I  understood  it  was  an  ovarian 
tumor. 

I  have  operated  on  two  cases  in  the  puerperal  state  for  ovarian 
tumor,  with  very  satisfactory  results.  In  other  cases  the  tumor  was 
diagnosticated  before  the  gestation  was  complete.  I  had  a  patient 
last  week  who  caused  me  a  great  deal  of  anxiety.  She  was  a  primi- 
para,  thirty-five  years  old,  seven  months  advanced  in  pregnancy. 
Suddenly  in  the  night  she  was  siezed  with  paiu,  but  had  been  having 
intermittent  pains  before,  though  they  did  not  attract  much  attention. 
Morphine  was  administered.  The  next  day  the  temperature  went  up, 
and  I  found  peritonitis  had  set  in.  It  was  decided  that  the  chance  of 
succeeding  in  an  operation  was  very  slight.  The  attending  physician 
would  not  consent  to  the  operation  proceeding  with  the  patient  dying 
on  the  table,  and  as  for  some  days  there  had  been  no  movements  of 
the  child — the  supposition,  therefore,  being  that  it  was  dead — I  reluct- 
antly consented  to  forego  any  operative  interference.  The  patient 
died  the  next  day,  undelivered,  of  course.  That  was  a  case  that 
caused  me  a  great  deal  of  anxiety,  and  if  any  line  of  action  could 
be  laid  down  as  being  uniform  in  such  cases,  I  would  have  been 
relieved. 

On  two  or  three  occasions,  I  think,  patients  have  come  to  me  who 
have  had  fibroid  tumors  pressing  down  into  the  pelvis,  their  physicians 
stating  that  within  the  previous  mouth  delivery  had  been  effected.  I 
supposed  with  my  examination  at  the  time  that  a  delivery  under  the 
circumstances  would  be  impossible.  Those  cases  I  operated  upon  by 
removal  of  the  uterus  and  tubes,  and  they  have  done  uniformly  well. 
My  own  impression  is  that  in  such  cases  it  is  just  as  well  to  allow  the 
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case  to  proceed  to  term.  In  one  or  two  cases  of  fibroid  tumor  of  the 
uterus  a  curious  phenomenon  occurred,  and  that  is  that  after  death 
the  temperature  rose  in  each  case  to  110°.  Two  hours  after  death 
in  each  case  the  temperature  rose  to  110°.  I  merely  mention  it  to 
see  if  others  have  had  a  like  experience.  The  only  conclusion  I  can 
come  to  from  my  previous  consideration  of  the  cases  is,  as  I  have  said 
before,  each  case  must  be  treated  on  its  own  merits ;  that  the  chances 
of  the  patient  are  not  very  much  diminished  by  the  operation  soon 
after  labor. 

Before  sitting  down  I  would  like  to  enter  my  protest  against  tapping 
in  unilocular  cysts.  Twice  in  the  last  week  I  have  had  occasion  to 
demonstrate  the  very  great  danger  which  exists  in  tapping.  Some 
years  ago  a  case  was  tapped  by  a  colleague  of  my  own,  and  the  next 
day  I  saw  a  post-mortem  made.  Last  week  a  patient  was  sent  to  me 
for  operation  for  ovarian  cyst,  the  supposition  being  that  it  was  a 
fibroid  ;  the  differential  diagnosis  led  me  to  suppose  it  was  an  ovarian 
cyst.  At  the  operation  it  turned  out  to  be  a  multilocular  cyst.  An- 
other result  which  I  had  not  observed  :  the  colloid  material  had  pushed 
through  the  point  of  puncture  in  tapping.  I  am  happy  to  say  that 
she  has  recovered. 

Those  two  cases,  with  my  theoretical  observation  of  the  subject, 
urge  me  to  enter  my  protest  against  tapping  an  abdomen  under  any 
circumstances.  If  it  is  deemed  advisable  to  relieve  the  pressure  by 
puncture  of  the  abdomen,  it  is  my  opinion  that  we  should  do  it  in  the 
usual  way. 

Dr.  E.  W.  Gushing,  of  Boston. — The  reader  of  the  paper  asked 
for  experience  on  the  subject  he  has  presented,  and  I  offer  the  follow- 
ing:  A  woman  who  had  been  married  fourteen  years,  never  had  a 
child,  and  was  not  expecting  one,  had  a  large,  rapidly  increasing  ova- 
rian tumor.  I  operated,  lifted  out  the  tumor,  and  found  it  a  sac  lying 
over  a  pregnant  uterus.  She  recovered  without  any  bad  symptoms. 
Around  that  uterus  and  the  lower  part  of  the  tumor  there  were  im- 
mense veins — a  whole  nest  of  them.  It  would  have  been  an  excellent 
chance  for  the  woman  to  bleed  to  death  if  she  had  been  tapped.  It 
was  a  unilocular  cyst,  such  as  Dr.  Cameron  mentions  that  there  would 
be  danger  in  tapping.  From  my  own  experience  with  that  one  case 
and  my  general  experience,  if  I  had  to  open  the  abdomen  of  a  preg- 
nant woman  I  should  not  tap  it.  In  regard  to  myomatous  tumors 
complicating  pregnancy,  I  have  not  operated  on  any,  but  I  have  wit- 
nessed such  an  operation.  As  Dr.  Price,  who  operated,  is  not  here  to 
cite  it,  I  will  refer  to  it.    The  woman  had  a  large  fibroid  tumor,  part 
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of  it  so  situated  as  to  obstruct  the  pelvis.  Dr.  Price  waited  until  the 
term  of  delivery.  The  tumor  was  removed  by  abdominal  hysterectomy. 
It  was  a  beautiful  operation,  with  no  difficulty  whatever :  a  large 
incision,  sponges  packed  around,  removal  of  the  child,  constriction  of 
the  neck  of  the  tumor,  and  removal  of  it  from  the  abdomen.  The 
woman  was  nursing  the  child  on  the  third  day,  and  never  had  any 
subsequent  trouble.  I  know  he  has  had  other  cases  like  this  since. 
So  that  it  seems  to  me  that  such  an  operation  is  safer  and  more  in 
accordance  with  modern  surgery  than  attempting  to  enucleate  from 
below  a  fibroid  tumor  that  is  obstructing  the  pelvis.  It  is  better  to 
let  the  woman  wait  until  term.  This  shelling-out  of  the  tumor  from 
below  in  any  woman  seems  to  me  to  be  a  very  dubious  sort  of  surgery. 

Dr.  Henry  O.  Marcy,  of  Boston. — Though  I  did  not  intend  at 
first  to  enter  this  discussion,  there  are  yet  one  or  two  points  that  I  will 
call  attention  to.  I  quite  agree  with  my  friend  Dr.  Cameron.  I  had 
supposed  tapping  under  these  conditions  was  out  of  the  question.  In 
illustration  of  it,  some  time  ago,  I  assisted  my  friend,  the  late  Dr.  Fox, 
of  Lowell,  in  removing  a  simple  monocyst  of  the  ovary,  where  a  woman 
was  perhaps  five  months  pregnant,  and  the  remarkable  thing  was  the 
interlacing  of  the  large  veins.  They  were  largest  where  one  would 
have  been  likely  to  have  introduced  the  trocar.  We  thought  of  it  at 
the  time,  and  called  attention  to  the  danger  that  might  occur  from  the 
injury  of  such  veins.  In  illustration  of  the  danger  of  tapping,  I  have 
recently  had  a  remarkable  experience  in  my  own  practice.  A  woman 
sent  to  me  for  diagnosis  had  a  small  cyst  lying  to  the  right,  thought 
to  be  probably  a  cyst  of  the  broad  ligament.  On  the  strength  of  the 
diagnosis  the  physician  tapped.  I  did  not  hear  anything  from  the 
case  until  I  was  asked  to  go  ten  miles  out  of  town  to  operate,  with  the 
assurance  that  her  condition  was  excellent,  but  that  the  cyst  had 
refilled.  When  I  saw  the  patient  she  was  already  etherized  on  the 
table,  ready  for  operation.  The  conditions  were  these :  There  was  a 
flat,  irregular  cyst  of  the  abdomen,  entirely  unlike  what  I  had  seen 
before.  Then  I  asked  about  the  temperature.  She  had  been  having 
a  run  of  fever  for  a  week  or  ten  days.  In  operating  we  found  the 
cyst  was  everywhere  adherent,  and  that  the  uterus  was  enlarged.  At 
the  back  of  it  lay  a  large  fist-sized  abscess,  connecting  with  the  point 
of  puncture,  and  so  changed  were  the  pelvic  structures  that  we  finally 
found  it  was  safer  to  remove  the  uterus,  thus  making  clean  work  of  it. 

She  made  a  good  recovery.  But  it  showed  how  seriously  the  life  of 
the  patient  was  jeopardized  and  how  dangerous  an  operation  was  made 
necessary,  as  the  result  of  what  the  physician  thought  was  simply  tap- 
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ping  in  the  hope  to  cure.  I  think  we  ought  to  enter  our  protest  as 
strongly  as  we  can  against  tapping,  the  common  practice  of  the  early 
days — an  operation  at  the  best  of  doubtful  value,  and  often  a  means 
of  carrying  infection  into  a  patient's  abdomen,  resulting  in  the  most 
serious  complications  which  often  result  in  death. 

Dr.  W.  W.  Potter,  of  Buffalo. — As  contributory  to  the  grouping 
of  cases  in  which  abdominal  tumors  have  been  removed  when  compli- 
cated by  pregnancy,  I  would  invite  attention  to  one  which  I  reported 
in  Vol.  I.  of  the  Transactions  of  this  Association,  1888.  In  this  case 
both  ovaries  were  cystic.  On  the  left  side  the  tumor  had  existed  for 
several  years,  and  had  been  tapped  a  number  of  times,  a  pailful  of 
water,  according  to  the  patient's  statement,  having  been  drawn  on  two 
or  three  occasions.  Finally,  she  became  pregnant,  her  last  menstrual 
beginning  November  17,  1887.  I  operated  on  March  30,  1888,  re- 
moving a  large  tumor,  partly  cystic  and  partly  solid,  from  the  left 
side,  and  a  smaller  one  from  the  right  side. 

The  interesting  and  somewhat  unusual  features  of  this  case  may  be 
epitomized  as  follows,  viz. :  a  large,  old,  semi-solid  cyst  of  the  left  ovary  ; 
pregnancy  supervening ;  abdominal  section  in  the  fifth  month  ;  right 
ovary  found  cystic,  containing  twenty  ounces  of  fluid ;  both  ovaries 
removed  ;  pedicles  tied  off  and  dropped  ;  recovery ;  delivery  at  term  ; 
lactation  complete,  and  child  nursed ;  no  subsequent  menstruation  or 
flux  of  any  kind.  The  second  cyst,  the  one  involving  the  right  ovary, 
presumptively  grew  after  pregnancy,  i.  e.,  between  November  17, 1887, 
and  March  30, 1888.  This  was  claimed  as  the  first  double  ovariotomy 
performed  during  pregnancy  in  this  country  where  the  woman  subse- 
quently went  to  term,  was  delivered,  and  nursed  a  child.  I  am  not 
aware  that  the  claim  has  been  disputed  or  that  the  case  has  been 
duplicated. 

The  cases  that  Dr.  Cushing  refers  to  as  having  been  operated  on  by 
Dr.  Joseph  Price  will  be  found  illustrated  in  the  third  volume  of  the 
Transactions  of  this  Association,  and  will  repay  examination  in  con- 
nection with  the  discussion  on  the  subject  there  printed. 

Dr.  Marcy. — What  was  the  venous  state  in  your  case  ? 

Dr.  Potter. — -Highly  congested ;  the  uterus,  tumors,  and  pelvic 
tissues  generally  were  highly  vascular.  I  believe  another  tapping  of 
this  woman  would  have  been  a  grave  error.  I  am  one  of  those  who 
discountenance  tapping  in  ovarian  tumors,  but  if  anything  is  done  let 
it  be  an  incision,  as  advocated  by  Dr.  Cameron,  and  then  determine 
how  far  to  carry  on  the  work  after  the  abdomen  is  open. 
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Dr.  J.  Henry  Carstens,  of  Detroit. — I  am  very  happy  to  indorse 
what  Dr.  Cameron  has  said.  You  will  remember  that  in  the  second 
volume  of  the  proceedings  of  this  Society,  I  reported  a  case  of  fibroid 
tumor  complicating  pregnancy,  which  I  removed,  and  in  which  the 
patient  went  on  to  recovery.  I  saw  also  one  of  my  friends  in  Detroit 
operate  on  a  case  with  no  trouble  whatever.  I  am  inclined  to  think, 
on  account  of  the  peculiar  changes  of  the  blood,  union  takes  place 
better  during  pregnancy  than  at  any  other  time.  And  I  wish  emphati- 
cally to  protest  against  the  tapping  of  tumors  during  pregnancy.  I 
believe  cases  of  ovarian  tumor,  no  matter  what  kind  they  may  be, 
occurring  during  pregnancy  ought  to  be  operated  upon.  In  cases  of 
fibroid  you  have  to  judge  of  each  individual  patient  by  herself.  I 
remember  a  case  a  short  time  ago  where  a  fibroid  tumor  complicating 
labor  existed ;  we  got  through  the  labor.  I  remember  one  case  of  a 
physician's  wife  with  a  sarcoma.  I  advised  him  to  let  the  case  alone 
and  permit  his  wife  to  go  to  term.  The  child  is  living,  and  the 
woman  also  is  still  living.  I  also  remember  one  case  where  I  detected 
the  growth  three  years  previously.  I  never  saw  the  woman  again 
until  I  saw  her  in  consultation  when  in  labor.  She  went  into  a  pro- 
found shock,  and  before  I  could  get  ready  for  the  operation  she  died. 
She  had  an  immense  fibroid  tumor,  and  undoubtedly  death  was  caused 
by  the  complication  of  it.  I  indorse  the  statement  that  ovarian  tumors 
ought  to  be  removed,  pregnancy  or  no  pregnancy,  but  fibroid  tumors 
should  be  treated  each  case  by  itself ;  sometimes  premature  labor  should 
be  induced  and  sometimes  not.  But  we  should  make  a  diagnosis,  and 
I  claim  for  one  that  it  is  not  a  very  difficult  thing  to  do.  I  think  by 
working  carefully  we  can  always  make  a  diagnosis  of  pregnancy ;  if 
not  on  one  day,  we  can  wait  a  week  or  two,  when  we  can  then  almost 
invariably  make  a  diagnosis.  I  think  to  operate  without  making  a 
diagnosis  of  pregnancy  is  reprehensible. 

Dr.  Vander  Veer. — I  do  not  suppose  there  is  any  man  in  the  State 
of  New  York  who  has  emphasized  more  in  his  teachings  this  point  in 
reference  to  tapping  in  the  case  of  an  ovarian  tumor  than  have  I. 
I  have  seen  more  evil  than  good  result  from  it,  and  I  agree  with  the 
remarks  made  in  that  direction.  I  remember  the  days  when  Dr. 
Peaslee  used  to  tap,  and  I  remember  the  results.  I  have  been  very 
emphatic  on  this  subject.  When  you  consider  a  case  of  ovarian  tumor 
complicated  with  pregnancy — they  do  not  occur  very  often — I  have 
advised  caution  and  not  abandon  all  thoughts  of  tapping.  It  has  been 
said  that  the  discussion  of  a  paper  is  frequently  worth  more  to  the 
Fellows  than  the  paper  itself.    I  think  that  is  so  with  several  here 
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today.  The  dangers  of  tapping  are  serious  outside  of  pregnancy.  I 
say  never  tap,  not  even  with  the  needle  of  the  aspirator,  or  the  hypo- 
dermic syringe.  It  is  astonishing  how  the  abdominal  cavity  will  ac- 
commodate itself  to  an  ovarian  tumor.  I  operated  in  a  case  recently 
in  which  the  physician  wrote  me  previously  :  "  I  delivered  Mrs.  So-and- 
so  of  a  child.  When  I  got  through  her  belly  was  a  little  larger  than 
it  was  before.  I  put  on  a  bandage  and  walked  out  around  the  house, 
came  back,  and  made  another  examination.  I  concluded  there  was 
another  child  there.  Finally  I  went  home  and  spent  the  evening 
reading  the  text-books."  I  went  to  the  house  of  the  patient  and 
operated,  and  it  was  astonishing  to  see  how  large  an  ovarian  tumor 
that  woman  had.  I  found  a  simple  ovarian  cyst.  The  woman  went 
on  to  uninterrupted  recovery  without  any  complication  at  all.  This 
is  just  to  illustrate  how  the  abdominal  cavity  will  accommodate  itself 
to  these  large  cysts. 

Dr.  Ross  (closing  the  discussion). — In  reply,  I  would  like  to  say 
that  perhaps  all  of  you  may  not  have  been  able,  in  the  hurried  reading 
of  the  paper,  to  take  in  the  points  I  intended  to  bring  out.  Several 
points  mentioned  in  the  paper  were  omitted  in  the  discussion.  The 
reason  I  did  not  mention  the  subject  of  malignant  tumors  in  this  con- 
nection was  that  I  thought  the  lines  laid  down  were  already  clear.  I 
did  not  think  it  was  necessary  to  take  up  the  time  of  the  Association 
with  further  discussion  of  that  part  of  the  subject.  But  the  lines  laid 
down  with  regard  to  the  treatment  of  the  two  other  conditions  are  not 
clear,  and  I  think  this  discussion  has  helped  to  clear  them  up.  Prob- 
ably if  we  have  further  discussion  on  this  subject  some  other  year,  we 
will  clear  it  up  still  more.  There  are  those  who  say  that  each  indi- 
vidual case  should  be  taken  by  itself.  How  cases  are  to  be  judged  by 
themselves  unless  we  have  some  points  to  guide  us,  I  do  not  know. 
In  taking  individual  cases  by  themselves  we  must  have  some  points  to 
guide  us,  or  else  experience  goes  for  nothing.  Sir  Spencer  Wells,  who 
had  a  large  experience,  tapped  five  cases.  They  all  went  on  to  full 
time.  He  delivered  two  women,  one  in  five  pregnancies  and  the  other 
in  three,  where  they  had  small  tumors,  without  tapping,  where  they 
went  through  their  pregnancies.  So  that  tapping  has  been  supported 
by  a  surgeon  like  Sir  Spencer  Wells,  with  five  successes  and  no  deaths. 
I  think  the  probabilities  are  that  a  few  of  us  may  occasionally  be  in- 
clined (to  appease  the  feelings  of  people  who  are  anxious  to  have  a 
child)  to  tap.  But  if  any  bad  symptoms  arise  subsequent  to  the  tap- 
ping, the  abdomen-should  be  immediately  opened.  I  should  incise  the 
skin  and  subcutaneous  structures  with  the  scalpel,  as  I  always  do,  and 
thus  avoid  injury  to  large  veins  when  introducing  the  trocar. 
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I  would  therefore  in  such  cases  occasionally  be  inclined  to  accede 
to  the  wishes  of  the  people  and  to  tap  in  this  way. 

There  is  one  point  I  would  like  to  mention  here.  During  the  past 
summer  I  explored  the  abdomen  of  a  woman  suffering  from  ascites, 
and  immensely  distended,  without  any  anesthetic.  I  felt  her  liver,  her 
kidneys,  her  uterus,  her  tubes,  and  ovaries,  and  she  said  it  did  not 
hurt  any  more  than  if  she  had  a  toothache.  This  was  done  in  the 
theatre  of  the  Toronto  General  Hospital. 

There  is  one  point  that  was  not  brought  out  that  I  would  have  liked 
brought  out.  When  a  case  has  gone  on  to  a  certain  time  ;  when  one 
has  not  seen  it  until  labor  has  commenced,  but  has  been  called  for 
suddenly  to  see  the  case  in  consultation,  and  to  deliver  a  woman  who 
cannot  accomplish  her  own  delivery ;  the  doctor  in  attendance  has 
waited  for  some  time;  the  head  has  not  and  will  not  come  down ;  the 
doctor  in  such  a  case  wants  some  advice  as  to  the  best  thing  to  do. 
From  the  records  I  have  produced  here  of  fibroid  tumor  complicating 
pregnancy,  there  is  not  the  slightest  doubt  in  the  world  but  that  better 
results  will  be  obtained  by  abdominal  operation  than  by  version,  crani- 
otomy, or  a  difficult  delivery  by  long  forceps.  Dangers  from  hemor- 
rhage, sepsis,  and  suppurating  tumor  will  be  avoided,  the  patient  will 
be  cured  and  freed  from  the  chance  of  future  pregnancies,  and  the 
dangers  of  one  severe  operation  will  counterbalance  the  dangers  of 
another  severe  operation. 
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By  M.  B.  WARD,  M.D., 

TOPEKA. 


To  prepare  a  paper  on  any  subject,  and  read  it  before  this 
distinguished  Association  of  specialists,  and  in  this  great  city, 
is  to  me  an  exceedingly  embarrassing  and  difficult  under- 
taking. 

We  Kansans  think  we  possess  an  identity  when  within  our 
own  circumscribed  borders,  but  when  so  far  from  home,  and  in 
the  presence  of  America's  greatest  physicians,  we  (or  I  at  least) 
get  the  "  buck  fever,"  as  it  were,  and  regret  that  I  promised  to 
open  my  mouth.  What  I  have  prepared  for  your  consideration 
at  this  time  has  in  it  no  element  of  news  or  instruction,  but  the 
same  old  story  which  you  all  have  so  often  heard.  Abdominal 
sections  for  diseased  pelvic  organs  may  truly  be  classed  as 
"  missionary  work"  in  the  Sunflower  State.  If  correctly  in- 
formed, I  did  the  second  operation  of  this  kind  done  within 
the  State,  in  February,  1890.  Dr.  J.  C.  McClintock  did  the 
first  the  preceding  January.  Unfortunately,  my  first  case  was 
an  inoperable  one.  Not  only  was  there  pus  in  every  part  of 
the  pelvis,  but  in  addition  the  intestines  were  perforated  and 
their  contents  floating  in  the  pus.  The  patient  lived  only 
fifty-two  hours.  This  was,  indeed,  quite  discouraging.  There 
was  no  one  to  blame,  however,  but  myself.  I  was  eager  to 
operate,  and  the  tyro  cannot  select  his  cases  at  all  times,  espe- 
cially in  small  cities  or  in  the  country.  The  experience  was 
of  great  value  to  me.  The  most  important  lesson  was  the 
lucid  comprehension  that  the  dead  cannot  be  restored  to  life. 
I  also  learned  that  it  is  wiser  and  more  profitable  to  allow  that 
class  of  patients  to  die  in  the  "providence  of  God"  rather 


100 


M.  B.  WARD, 


than  at  the  hands  of  the  surgeon.  I  supposed  this  unfortunate 
result  would  conclude  my  abdominal  work  for  many  months. 
In  this  regard  I  was  mistaken.  My  only  salvation  from  this 
dire  calamity  was  the  preservation  and  mounting  of  the  tumors 
removed.  They  were  great  bags,  each  capable  of  containing 
nearly  a  pint  of  pus,  and  presented  such  an  unsightly  appear- 
ance that  my  friends  thought  it  wonderful  that  I  could  remove 
them  at  all,  and  to  save  the  woman's  life  after  she  had  become 
so  terribly  diseased  was,  of  course,  thought  not  possible. 

My  next  case  appealed  to  me  for  an  operation,  fearing  she 
would  herself  become  in  like  manner  diseased. 

I  have  operated  only  fifteen  times  for  the  removal  of  diseased 
uterine  appendages.  The  number  is  too  small  to  report  to 
this  Association  of  specialists,  many  of  whom,  I  know,  have 
done  hundreds  of  these  operations.  Some  of  the  cases  are  of 
more  than  usual  interest,  however,  and  the  results  exceedingly 
gratifying.  I  have  had  three  cases  terminate  fatally  :  the  one 
I  have  referred  to ;  one  died  four  weeks  after  the  operation 
of  suppurative  peritonitis,  from  some  technical  defect  which 
greater  experience  might  have  avoided ;  and  the  third  death 
was  caused  from  hemorrhage  of  the  lungs,  the  patient  being 
tubercular.  The  reports  comprise  a  very  brief  statement  of 
the  condition  of  the  patient  before  the  operation,  the  character 
of  the  operation,  and  the  result  at  the  time  of  writing. 

Case  II. — Mrs.  W. ,  aged  thirty-nine  years,  married,  mother  of  three  chil- 
dren, and  had  miscarried  three  times.  Her  first  miscarriage  occurred  several 
years  ago,  and  her  poor  health  dates  from  that  time.  In  September,  1889,  she 
had  a  miscarriage,  with  retention  in  utero  of  the  membranes  for  nearly  two 
weeks.  This  was  the  "straw  that  broke  the  camel's  back,"  for  she  remained 
an  invalid  from  this  time.  She  had  to  be  carried  up-stairs  at  the  time  of 
the  operation,  March  13,  1890.  She  had  given  up  all  expectations  of  ever 
regaining  her  health.  Both  ovaries  were  found  nearly  destroyed  by  inflam- 
mation. The  fimbriated  extremities  of  the  tubes  were  completely  obliterated. 
Many  strong  bands  were  present,  causing  alarming  hemorrhage  when  broken 
up.  The  drainage-tube  was  kept  in  for  thirty-six  hours.  Nothing  occurred 
to  interfere  with  rapid  and  uneventful  recovery.  She  says  now  she  is  the 
healthiest  and  happiest  woman  in  Topeka. 

Case  IV. — Mrs.  S.,  aged  thirty-five  years,  mother  of  one  child,  and  had 
one  miscarriage.  For  the  past  two  years  had  not  been  able  to  do  any  work 
without  suffering.  On  examination  I  found  two  tumors ;  one  anterior  and 
above  the  fundus  of  the  uterus,  and  the  other  in  Douglas's  cul-de-sac. 
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Operated  October  16,  1890.  The  anterior  tumor  was  the  right  tube,  which 
was  four  inches  in  length,  nearly  two  inches  in  diameter,  and  adherent  its 
entire  length  to  a  coil  of  intestine,  requiring  very  careful  dissection  to  sepa- 
rate them.  The  left  tube  was  the  shape  and  size  of  a  large  orange,  and 
buried  in  Douglas's  pouch.  I  succeeded  in  removing  these  large  pus  tubes 
without  rupturing  them.  The  patient  did  her  own  work,  including  washing, 
in  three  weeks,  and  the  fourth  week  walked  three  miles  in  one  day.  She 
has  never  had  any  pain  since  the  operation,  and  is  in  perfect  health.  Her 
menstruation  has  continued  and  is  quite  regular. 

Case  V. — Mrs.  M.,  aged  forty  years,  married,  but  not  living  with  her 
husband;  mother  of  one  child.  Her  invalidism  dates  back  many  years.  She 
says  that  for  thirteen  years  she  was  never  free  from  pain  when  on  her  feet. 
There  were  lacerated  cervix  and  perineum.  The  uterus  was  fixed,  and 
behind  it,  and  against  the  rectum,  was  a  mass  the  size  of  a  lemon.  I  have 
never  seen  a  more  complete  physical  wreck.  She  was  hysterical  to  excess. 
Crying,  laughing,  and  complaining  occupied  her  entire  time. 

Operated  November  12,  1890.  The  left  ovary  and  tube  was  a  shapeless 
mass.  The  adhesions  were  the  largest  and  strongest  I  have  ever  seen.  The 
pedicle,  where  it  was  ligated  and  cut,  was  one  inch  and  a  half  in  diameter. 
The  right  side  was  quite  similar  to  the  left,  but  not  so  large.  Bleeding  was 
profuse.  Drained  for  twenty-four  hours.  She  had  no  pain  after  the  opera- 
tion, but  some  nervousness  for  the  first  few  days-  Perfect  recovery  followed, 
and  patient  left  for  home  in  three  weeks.  She  is  now  a  fine,  plump,  and 
well  woman.   She  says  "  It  seems  like  a  dream,"  she  is  so  greatly  improved. 

Case  VI. — Miss  Anna  D.,  aged  thirty  years,  domestic;  for  two  years 
unable  to  work  more  than  half  the  time.  If  she  lifted  anything  at  all  heavy, 
it  would  cause  her  to  go  to  bed  for  two  or  three  days.  Examination  under 
an  anesthetic  revealed  a  tumor  in  Douglas's  pouch,  which  I  thought  was  an 
enlarged  ovary. 

Operation  December  15,  1890.  The  uterus  was  covered  with  small  tumors, 
and  one  the  size  of  a  large  lemon  was  attached  to  the  posterior  wall.  This 
tumor  I  removed.  The  pedicle  was  an  inch  and  a  half  in  diameter.  I  also 
removed  the  appendages,  which  were  normal,  in  order,  if  possible,  to  pre- 
vent the  further  growth  of  the  small  tumors. 

Recovery  has  been  complete,  although  she  had  some  pain  and  was  quite 
slow  in  gaining  strength. 

Case  VII. — Miss  L.  W.,  aged  eighteen  years,  a  feeble  girl ;  for  three 
years  there  had  been  almost  constant  uterine  hemorrhage.  She  had  been 
treated  by  many  physicians,  and  by  almost  every  conceivable  method.  She 
was  a  constant  sufferer.  Her  headache  was  quite  unbearable.  Most  of  her 
nights  were  spent  in  sleepless  suffering  in  her  head,  side,  back,  limbs— every- 
where.   She  had  a  persistent  croupy  cough  that  was  distressing  to  hear. 

An  operation  seemed  the  only  procedure  that  gave  any  promise  of  relief, 
as  the  uterus  contained  a  small  fibroid  in  its  posterior  wall,  and  there  was 
every  indication  of  diseased  ovaries.  It  was  assuming  quite  a  responsibility 
to  recommend  an  operation  in  this  case.  She  was  an  only,  and  almost  wor- 
shipped daughter,  and  possessed  unusual  accomplishments. 
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The  operation  was  done  January  10,  1891.  The  ovaries,  and  even  the 
Fallopian  tubes,  were  of  uniformly  fibrous  tissue.  The  ovaries  were  much 
enlarged,  and  each  contained  a  small  spoonful  of  cystic  fluid.  They  were 
smooth,  and  presented  the  appearance  of  solid  fibroids.  The  uterus  con- 
tained an  interstitial  myoma  in  its  posterior  wall.  Both  appendages  were 
removed.  She  gradually  recovered  and  went  home,  about  forty  miles  by 
rail,  in  seven  weeks.  It  was  three  months  before  she  could  get  around  much. 
She  is  now  quite  a  healthy  girl.  Has  gained  much  in  flesh;  appetite  is  in- 
creased; does  not  cough,  and  never  has  since  the  operation.  She  still  has 
some  headache  and  complains  somewhat  of  pains,  but  in  comparison  to  her 
former  condition  she  is  greatly  improved.  She  has  not  menstruated  since 
the  operation. 

During  her  convalescence  she  had  cystitis,  pneumonia,  and  profound  nausea. 
There  seems  not  the  least  doubt  of  her  recovering  perfect  health.  I  informed 
her  parents  before  the  operation  that  it  would  take  at  least  a  year  for  her 
to  recover. 

Case  VIII. — Mrs.  M.,  aged  twenty-eight  years,  married,  mother  of  two 
children.  Had  a  history  of  several  attacks  of  pelvic  peritonitis,  each  of  which 
kept  her  in  bed  several  days.  Had  had  a  troublesome  cough  for  several 
years.  When  she  came  to  me  for  examination  she  looked  like  a  consump- 
tive. The  uterus  was  in  normal  position,  but  adherent.  There  was  a  small 
mass  on  right  side.  She  was  very  tender  and  suffered  greatly  from  the  ex- 
amination. 

I  iufbrmed  her  that  the  operation  would  probably  relieve  her  of  all  her 
trouble.  The  operation  was  done  January  13, 1891.  The  ovaries  were  fibro- 
cystic :  the  right  the  size  of  a  small  hen-egg,  the  left  somewhat  smaller. 
Both  tubes  were  greatly  enlarged.  There  were  very  few  adhesions.  The 
right  kidney  was  floating,  and  was  found  low  in  the  pelvis.  The  patient 
made  a  rapid  recovery.  After  the  first  forty-eight  hours  it  was  hard  to  con- 
vince her  that  she  ought  to  remain  in  bed.  I  had  a  suitable  truss  made  for 
the  floating  kidney,  which  holds  it  in  place.  She  is  now  a  fine-looking  aud 
healthy  woman.  All  her  former  trouble  is  now  nearly  forgotten  ;  no  cough, 
no  pain  in  her  heart,  no  tenderness  in  her  bowels,  from  which  she  formerly 
suffered  almost  constantly.    She  is  extremely  happy. 

Case  IX. — Mrs.  P.,  aged  forty-one  years,  mother  of  several  children.  Had 
been  confined  to  her  bed  thirteen  months.  Complained  mostly  of  her  pelvic 
organs.  There  were  many  symptoms  of  serious  pelvic  disease.  She  also  had 
a  tender  spine.    The  patient  was  under  the  care  of  Dr.  S.  E.  S.,  of  Topeka. 

A  double  hydrosalpinx  with  cystic  ovaries  were  found  and  removed.  The 
patient  felt  better  within  forty-eight  hours  after  the  operation  than  she  had 
for  some  months.  She  convalesced  very  rapidly.  At  the  time  of  writing 
(four  months  after  the  operation)  she  is  able  to  do  some  work  ;  is  hearty 
and  fleshy,  and  in  every  way  greatly  improved. 

Case  XI. — Mrs.  P.,  aged  thirty  five  years,  mother  of  four  children,  the 
youngest  two  years  old.  Grave  history  of  several  miscarriages.  For  the  past 
year  had  been  suffering  constantly  when  on  her  feet.    Would  go  around  the 
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house  holding  her  bowels  on  account  of  the  pain  caused  by  walking.  Street- 
car riding  was  quite  impossible. 

Salpingitis  and  chronic  ovaritis  were  diagnosticated.  Operation  was  not 
resorted  to  until  all  other  methods  had  been  thoroughly  tried. 

Operation  was  done  May  8,  1891.  The  tubes  were  the  size  of  a  gut,  and 
the  ovaries  greatly  enlarged  and  almost  entirely  cystic.  Both  sides  -were 
removed.  She  gave  me  no  trouble,  and  did  her  housework  within  four 
weeks.  She  came  to  my  office  in  eight  weeks,  and  a  happier  woman  I  do 
not  care  to  see.    She  can  walk  and  run  as  sprightly  as  a  young  girl. 

Case  XII. — Mrs.  K.,  aged  twenty-eight  years,  mother  of  two  children. 
Weighs  one  hundred  and  ninety  pounds,  but  has  been  a  great  sufferer.  Her 
illness  dates  back  six  years,  and  started  from  infection  caused  by  a  septic 
sponge  introduced  and  retained  in  the  uterus  to  control  post-partum  hemor- 
rhage. She  had  been  under  a  physician's  care  nearly  all  the  time  since.  I  first 
saw  her  May  10th,  and  operated  May  22d.  The  removal  of  her  appendages 
(exhibited  specimens)  was  the  most  difficult  task  I  ever  undertook.  In  fact, 
without  the  aid  of  my  friend  Dr.  J.  C-  McClintock,  I  could  never  have  com- 
pleted the  operation.  I  did  not  think  it  possible  for  her  to  recover.  Hemor- 
rhage  was  quite  free  for  a  few  hours,  but  I  removed  the  drainage-tube  after 
nine  hours. 

Convalescence  was  thoroughly  established  in  twenty-four  hours,  and  she 
went  home,  fifty  miles  by  rail  and  six  miles  iu  a  buggy,  in  three  weeks  from 
day  of  operation.  She  has  since  visited  at  my  house  and  says  she  is  a  well 
woman. 

Case  XIII. — Mrs.  F.,  aged  twenty-eight  years,  mother  of  two  children. 
Bed-ridden  for  one  year.  Reduced  to  nearly  a  skeleton  and  very  anemic.  Pulse 
12u  to  140.  Examination  revealed  a  fixed  uterus  and  pelvis  filled  with  adhe- 
sions. Pain  from  examination  was  quite  unbearable.  Patient  was  under  the 
care  of  Dr.  W.  S.  B.,  of  Lawrence,  Kansas.  When  I  was  called  to  see  her 
she  was  so  low  that  I  refused  to  operate  and  returned  home.  Two  days 
afterward  (June  7th)  I  went  back  at  the  urgent  request  of  all  the  relatives 
and  her  physician  and  operated.  The  ovaries  were  buried  in  the  pelvic 
fascia,  and  in  breaking  up  the  general  adhesions  of  the  appendages  there 
was  frightful  hemorrhage.  This  was  partly  controlled  by  hot-water  irriga- 
tion. Drainage  was  necessary  only  for  a  few  hours.  Her  life  hung  in  what 
seemed  to  be  an  even  balance  for  a  number  of  days.  Her  physician  reports 
that  the  patient  is  doing  fairly  well.  It  is  my  opinion  that  she  will  not  regain 
her  health.  The  operation  has  probably  prolonged  her  life.  Further  than 
this  I  cannot  say.1 

Case  XIV. — Mrs.  P.,  aged  twenty-six  years,  married,  no  children.  His- 
tory of  chronic  pelvic  disease.  Bedridden  for  several  months.  She  was 
under  the  care  of  Dr.  T.  C.  B.,  of  Emporia,  Kansas,  the  home  of  the 
patient.  Diseased  uterine  appendages  had  been  diagnosticated,  and  upon 
examination,  just  prior  to  operation,  I  confirmed  the  diagnosis. 

The  operation  was  performed  June  16th.  Upon  opening  the  peritoneal 
cavity  I  found  we  had  a  case  of  tubercular  peritonitis  of  the  plastic  variety, 

1  The  patient  has  made  a  good  recovery,  and  is  doing  her  own  work. 
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with  adhesions  everywhere.  I  worked  my  way  down  into  the  pelvis,  and, 
finding  no  marked  trouble  of  the  appendages,  I  washed  out  the  cavity  and 
closed  it  without  drainage.  Her  temperature,  which  ranged  from  99£°  to 
101 20,  immediately  became  normal  and  remained  normal  for  five  days.  Then 
it  went  up  to  100°.  The  wound  healed  perfectly,  and  the  sutures  were 
removed  on  the  eighth  day.  Patient  had  not  experienced  any  trouble  from 
the  operation. 

On  the  thirteenth  day  Dr.  B.  writes  he  found  the  bandage  and  dressing 
saturated  with  pus,  and  the  wound  was  partly  opened,  with  offensive  pus 
flowing  quite  freely.  This  gradually  subsided  and  the  patient  continued  to 
improve.    She  is  now,  three  months  after  the  operation,  doing  nicely. 

Case  XV. — Mrs.  B.,  aged  thirty-nine  years,  married,  mother  of  several 
children.  For  the  past  seven  years  had  been  insane.  Six  years  of  this  time 
she  was  confined  in  the  State  Insane  Asylum  in  Topeka.  For  the  last  year 
had  been  at  home,  her  husband  hoping  that  the  change  from  the  asylum  to 
home  associations  might  benefit  her.  After  trying  this  experiment  for  one 
year  they  were  obliged  to  again  take  her  to  the  Probate  Court,  where  she 
was  adjudged  insane  and  sent  to  the  asylum.  She  could  not  be  admitted  to 
the  asylum  because  it  was  already  full,  and  Mr.  B.  concluded  to  place  his 
wife  in  a  private  asylum  in  Topeka.  The  accommodations  in  this  institution 
did  not  suit  him,  amd  in  his  desperation  he  concluded  to  consult  a  specialist 
to  see  if  something  could  not  be  done  to  cure  his  wife,  whom  he  nearly  wor- 
shipped. Her  history  pointed  unmistakably  to  the  generative  organs  as  the 
prime  cause  of  her  deplorable  condition.  It  required  four  persons  and  the 
aid  of  straps  to  hold  her  while  I  examined  her.  She  was  certain  we  were  all 
trying  to  outrage  her  person.  Owing  to  her  struggles  it  was  not  possible  to 
make  an  intelligent  diagnosis.  I  recommended  the  operation  as  the  only 
means  of  relief,  but  did  not  promise  a  cure  from  it.  Mr.  B.  consulted  two 
other  specialists,  and  they  also  recommended  an  operation. 

Four  days  after  I  first  saw  her,  June  18th,  she  was  taken  to  her  home  in 
Corcordia,  Kansas,  and  with  the  hearty  cooperation  and  assistance  of  Drs. 
Sawhill,  Marcotte,  McCasey,  Pigman,  Rains,  and  McLaughlin,  of  Concordia, 
and  Dr.  Lyman,  of  Manhattan,  Kansas,  I  removed  the  appendages.  The 
left  ovary  was  a  cyst  the  size  of  a  small  lemon,  and  no  adhesions.  The  right 
was  strongly  adherent  to  the  pelvic  fascia.  The  uterus  was  in  normal  posi- 
tion.   She  was  placed  in  the  care  of  Drs.  Sawhill  and  Marcotte. 

June  27th,  Dr.  S.  writes:  "There  has  been  no  elevation  of  temperature, 
no  tympany,  no  soreness ;  in  fact,  the  operation  did  not  seem  to  affect  her 
in  the  least ;  there  has  not  been  a  day  that  she  would  not  have  gotten  up 
had  she  been  permitted."  July  14th,  Dr.  S.  writes :  "Eleven  days  after  the 
operation  she  got  up  and  went  to  the  table  to  eat.  They  let  her  do  this  on 
their  own  responsibility  and  contrary  to  my  orders.  She  was  about  the  house 
during  the  whole  of  the  third  week,  but  she  was  very  particular  and  kept  the 
bandage  tight  herself,  and  she  has  improved  constantly."  On  July  4th  (I 
heard  only)  she  went  eight  miles  to  an  Alliance  picnic.  August  20th,  Dr.  S. 
writes  that  Mrs.  B.  is  still  improving  mentally,  and  her  general  health  is 
good. 
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In  conclusion,  I  desire  to  state  the  special  reason  for  report- 
ing my  cases. 

There  is  a  hue  and  cry  in  the  West  against  any  operation 
the  result  of  which  unsexes  women.  If  the  cases  reported  in 
this  paper  show  that  I  am  removing  healthy  organs,  then  it 
seems  no  longer  necessary  to  carefully  tabulate  our  cases.  If 
the  reports  prove,  as  I  think  they  do,  that  in  properly  selected 
cases  the  results  are  of  incalculable  benefit  to  the  patients,  why 
should  not  the  profession  at  least  admit  it?  So  prejudiced  are 
some  of  the  profession  in  certain  localities,  that  they  will  not 
remain  in  society  meetings  if  an  operator  is  going  to  report 
successful  cases  and  exhibit  the  specimens. 

I  do  not  wish  to  be  understood  as  casting  the  least  reflection 
on  the  motives  of  a  single  member  of  the  profession,  but  have 
endeavored  to  state  facts  without  embellishment. 


DISCUSSION. 

Dr.  Henry  O.  Marcy,  of  Boston. — Mr.  President:  As  we  listen, 
we  are  reminded  that  modern  science  gives  unto  us  experiences  that 
are  far  more  strange  than  romance,  and  quite  surpass  the  stories  of 
Aladdin  and  his  lamp.  It  seems  but  yesterday,  although  quite  fifteen 
years  ago,  when  at  the  East  we  were  beginning  this  kind  of  work,  and 
the  same  objections  were  raised  and  caustic  criticisms  made  as  have 
been  mentioned  by  Dr.  Ward.  Recently  I  had  occasion  to  refer  to 
original  scientific  investigations  that  had  been  undertaken  in  Texas; 
also  to  similar  work  done  in  Nebraska ;  and  I  am  reminded  again  to- 
day that  we  are  a  commonalty  of  a  single  family,  in  which  our  work 
knows  no  East,  no  West,  no  North,  no  South,  but  simply  seeks  after 
the  truth  and  applies  the  lesson  in  this  practical  way.  I  congratulate 
Dr.  Ward  with  all  my  heart  that  he  has  the  enthusiasm  born  of  earnest 
conviction  ;  that  he  has  succeeded  in  doing  such  good  work  in  his  own 
field,  a  pioneer  as  he  is,  and  doing  that  which  must  yet  bring  a  very 
much  larger  fruitage  to  hundreds  of  sufferers  iu  the  marvelous  West, 
where  so  little  is  known  of  the  practical  lines  of  abdominal  surgery, 
when  compared  with  the  more  favorable  localities  of  New  York  and 
the  East. 

I  not  only  congratulate  Dr.  Ward,  but  the  Association,  on  such 
work.  It  is  this  kind  of  zeal  that  he  who  knows  well  how  to  do,  and 
then  has  the  heroism  of  the  courage  of  his  convictions  to  apply  it,  is 
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worthy  of  the  laudation — "Well  doue,  thou  good  and  faithful  servant!" 
of  which  our  Association  has  already  many  distinguished  examples. 

Dr.  Joseph  Price,  of  Philadelphia. — We  all  very  well  know  how 
satisfactory  the  results  have  been  of  late  with  this  class  of  cases  in  dis- 
pensary and  in  public  practice.  Agaiu,  we  very  well  know  how  distress- 
ing the  results  have  been  among  the  more  wealthy — among  that  class 
of  patients  that  some  of  our  most  prominent  and  some  of  our  most 
pseudo-prominent  have  repeatedly  in  undignified  discussions  alluded 
to,  and  very  characteristically,  as  "able  to  afford  to  lay  up  for  repairs" 
— to  put  it  briefly.  Now,  it  is  just  this  class  of  patients  that  I  wish 
particularly  to  allude  to.  I  have  felt  for  a  long  while,  simply  because 
I  am  proud  of  my  results — and  I  have  cause  to  be  proud  of  them — 
that  we  have  in  just  this  class  of  cases  a  most  lamentable  and  distress- 
ing state  of  affairs  to  account  for.  I  allude  to  just  what  follows  from 
this  neglect  or  delay  due  to  laying  up,  or  rest,  or  resorting  to  or  ex- 
hausting every  known  method  of  treatment  before  radical  measures. 
For  instance,  in  the  last  discussion  of  the  British  Gynecological  Society, 
I  was  surprised  to  see  that  even  so  great  a  man  as  Mr.  Tait,  whom  w,e 
all  recognize  as  the  leader  and  most  justly  celebrated  authority  on  this 
subject,  stated,  in  a  discussion  of  Dr.  Bell's  paper,  that  every  means  of 
treatment,  every  method,  should  be  exhausted  before  radical  measures 
are  thought  of.  Now,  this  is  not  Mr.  Tait's  practice  at  all  where  he 
recognizes  serious  trouble  in  the  ovaries  or  tubes.  For  instance,  I  have 
seen  him  call  for  a  carriage,  send  a  pus  accumulation  in  a  tube  or  ovary 
directly  to  the  hospital  and  operate  the  next  day.  This  is  treatment 
that  we  should  all  practise,  and  should  have  cause  to  reproach  ourselves 
when  we  do  not  speedily  operate  on  just  this  class  of  cases.  I  have  here 
for  your  study  a  drawing  of  a  specimen  removed  from  a  very  prominent 
and  wealthy  lady,  only  twenty-three  years  old.  Upon  this  good  woman 
someone  made  the  attempt  to  remove  a  polypus  that  you  see  remaining 
in  the  cervix.  Three  years  married  without  conception.  In  the  history, 
and  also  in  the  sequel,  it  is  a  most  perfect  illustration  of  a  subject  I 
some  time  ago  discussed  very  frankly  and  plainly — someone  took  pains 
to  call  it  a  "  flank  movement."  Here  we  see  the  mischief  due  to  tin- 
kering; all  sorts  of  gynecological  tinkering;  the  dilatation  of  a  sterile 
woman,  the  recognition  of  a  polypus,  partial  removal  of  it,  a  perito- 
nitis, an  angry  one.  Again,  what  follows  is  also  equally  dangerous. 
An  imperfect  abdominal  section  ;  an  enormous  tumor;  a  tumor  corre- 
sponding perhaps  to  the  size  of  a  gravid  uterus  in  the  fifth  month ;  an 
assurance  that  the  woman  was  pregnant — ectopic,  probably.  It  is  not 
pus.    Finding  the  adhesion,  the  operator  simply  aspirates  thirty-four 
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ounces  of  pus.  A  drainage-tube  is  passed  and  carried  for  a  few  days, 
removed,  and  rapid  accumulation  of  pus,  and  now  a  vaginal  aspiration 
with  drainage,  extreme  emaciation  ;  the  temperature  ranging  from 
103°  to  105°.  Finally,  someone  was  asked  to  remove  this  tumor.  It 
was  evident  the  patient  was  going  to  die,  and  nothing  short  of  the  re- 
moval of  the  pus  sac  would  save  her.  Someone  was  asked  to  remove 
this,  as  it  was  a  perfectly  easy  procedure  ;  but  the  sac  and  everything 
about  it  was  gangrenous.  I  still  hold  and  always  practise  giving 
these  patients  the  one  remaining  chance  for  their  life.  But  it  is  hard 
on  the  surgeon  ;  it  gives  surgery  a  black  eye.  It  influences,  perhaps, 
half  a  dozen  patients  in  the  same  neighborhood  to  wait  until  they 
themselves,  and  everybody  about  them,  recognize  that  they  are  going 
to  die  unless  something  is  done,  and  it  induces  six  in  the  same  neigh- 
borhood to  wait  until  the  eleventh  hour.  Our  mortality  among  the 
rich  varies  between  six  and  ten  per  cent,  higher  than  among  the  poor, 
and  there  is  no  excuse  for  such  special  pleading.  A  pus  tube,  an 
abscess  in  the  pelvis,  a  pus  accumulation  in  the  axilla,  under  the  deep 
tissue  anywhere,  should  be  removed.  The  treatment  is  precisely  the 
same.  Good  surgeons  throughout  the  world  will  trephine  for  an  accu- 
mulation of  pus  not  larger  than  a  hazel-nut.  Surely  if  it  holds  good 
in  brain  surgery,  it  should  hold  good  in  pelvic  accumulations.  Again, 
just  this  state  of  affairs  is  common  in  all  branches  of  abdominal  sur- 
gery. It  is  so  with  gall-stones,  hepatic  accumulations.  It  is  so,  not- 
withstanding we  have  had  years  of  special  pleading — many  voices 
crying  in  the  wilderness  ;  such  men  as  Bantock,  Keith,  Tait,  Thornton 
and  others  pleading  urgently  for  early  ovariotomy.  We  find  large 
numbers  of  neglected  cystoma,  and  the  mortality  remains  higher  than 
it  should  be  in  that  class  of  cases.  There  is  no  reason  why  we  should 
not  take  the  same  position  in  pelvic  surgery  as  we  do  in  cystoma,  and 
I  am  confident  that  the  same  holds  good  in  fibroma.  There  is  no  rea- 
son in  the  world  why  if  the  surgery  is  good  and  perfect,  every  hyster- 
ectomy should  not  recover,  if  done  early.  No  one  would  single  out  a 
man  convalescing  from  typhoid  fever  to  fight  John  L.  Sullivan,  in 
good  condition  ;  and  to  operate  upon  an  exhausted  patient,  a  dying 
patient,  simply  means  giving  him  his  certificate.  I  have  not  had  the 
privilege  of  listening  to  Dr.  Ward's  paper,  but  I  do  not  doubt  he  had 
many  serious  and  much-exhausted  patients  to  deal  with — far  out  in  the 
Western  country,  among  practitioners  who  have  not  been  taught  to 
recognize  pelvic  trouble,  and  without  thorough  appreciation  of  the 
importance  of  early  interference,  and  with  no  knowledge  whatever  of 
caring  for  them.  Under  such  surroundings,  without  the  moral  support 
of  the  general  practitioners,  and  with  the  physical  condition  of  the 
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patient  as  I  have  described  it,  the  grit  necessary  to  do  this  work  can 
hardly  be  overestimated. 

Dr.  E.  W.  Cushing,  of  Boston  (by  invitation). — I  appreciate  every 
word  that  Dr.  Price  has  just  uttered,  and  I  believe  in  them  too.  In 
the  cases  that  I  have  seen,  just  as  he  says,  the  bad  ones  are  the  ones 
that  have  been  neglected,  and  those  that  have  not  been  neglected  and 
are  operated  on  early  do  very  well.  Yet  I  do  not  know  that  he  com- 
prehends how  hard  it  is  to  make  up  one's  mind  to  operate  early  when 
one  does  not  feel  so  entirely  sure  of  everybody  getting  well.  If  one 
could  have  a  thousand  cases,  more  or  less,  and  only  lose  one  here  and 
there,  and  proceed  to  do  a  laparotomy  as  you  would  remove  a  cancer 
of  the  breast  or  anything  else,  without  any  expectation  that  the  patient 
will  die,  there  would  be  no  hesitation  ;  but  there  are  a  good  many 
men  doing  laparotomies  who  do  not  get  any  such  results,  and  there  is 
a  strong  tendency  to  delay  if  the  patient  is  not  suffering  very  much. 
As  he  says,  surgery  has  got  discredited  because  cases  have  been  oper- 
ated on  too  late.  I  heard  one  very  prominent  surgeon  and  professor 
say  :  "  If  you  will  only  let  it  break  into  the  rectum,  they  will  all  get 
well ;"  and  he  did  not  at  all  comprehend  the  need  of  doing  anything 
further  in  such  cases.  It  may  not  be  so  in  Philadelphia,  but  in  many 
parts  of  the  country  there  is  a  great  load  to  carry  for  a  man  who 
undertakes  to  practise  according  to  the  doctrine  we  have  just  heard. 
It  is  sound,  but  allowance  must  be  made  for  the  position  a  man  is  in 
generally  with  his  elders  rather  against  him  ;  and  it  is  dangerous  for 
a  man  to  get  too  far  ahead  of  the  sentiment  of  his  community.  I 
believe  in  every  word,  as  I  remarked,  that  Dr.  Price  has  said,  and  yet 
it  is  not  well  to  be  too  hard  on  those  who  cannot  see  their  way  to 
laparatomize  every  woman  who  is  able  to  keep  quiet  and  get  better, 
because  a  great  many  of  them  do  get  better.  I  do  not  know  whether 
there  is  any  difference  in  the  virulence  of  these  pelvic  affairs  in  differ- 
ent places.  It  is  a  thing  that  I  have  never  seen  discussed,  and  I  fear 
that  it  would  be  considered  unwise  to  suggest  that  there  might  be  such 
a  thing.  But  it  does  seem  to  me  from  what  I  have  seen  among  some 
of  the  doctors  who  have  dispensaries  at  home,  and  from  my  own  ex- 
perience, that  there  is  such  a  difference.  I  have  seen  a  good  deal  of 
Dr.  Price's  work,  and  it  seems  to  me  as  if  in  Philadelphia  these  pelvic 
inflammations  go  on  to  formation  of  pus  more  frequently  than  they  do 
in  Boston  and  perhaps  in  other  places;  as  if  a  larger  proportion  of 
them  resulted  in  suppuration  there  than  is  the  case  among  the  clinics 
that  we  have  at  home,  and  which  I  am  conversant  with.  I  should 
greatly  like  to  throw  out  the  suggestion,  whether  it  is  possible  that 
there  is  a  difference  in  the  virulence  of  pelvic  inflammation  in  different 
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places.  I  think  it  is  pretty  well  known  that  there  is  a  difference  in 
the  virulence  of  gonorrhea  in  different  places,  and  from  the  expe- 
rience of  some  parties  who  came  home  from  Philadelphia  I  know  they 
have  a  virulent  kind  there.  Now,  I  had  the  care  of  a  gentleman  who 
went  to  Philadelphia,  and  he  came  home  and  had  a  terrible  time ;  was 
as  sick  as  any  man  could  be  and  live ;  he  had  gonorrhea  and  double 
orchitis.  Possibly  there  is  a  difference  in  the  grade  of  the  pelvic 
inflammations  in  women.  The  fact,  however,  is  that  the  earlier  these 
cases  are  operated  on,  the  better  it  is,  and  the  tendency  of  the  pro- 
fession and  the  weight  of  the  teaching,  and  the  intent  of  every  oper- 
ator as  far  as  he  can  carry  the  local  profession  along  with  him, 
should  be  to  operate  early.  Even  with  hysterectomies,  I  have  passed 
through,  largely  under  Dr.  Price,  from  a  stage  of  feeling  that  fibroid 
tumors  were  not  to  be  meddled  with  to  a  conviction  that  they  can  be 
safely  removed,  and  that  hysterectomy,  when  performed  properly,  is 
no  worse  than  ovariotomy  ;  and  so  I  dare  say  I  shall  go  on  and  feel 
that  we  all  have  occasion  to  be  very  thankful  to  Dr.  Price,  because  he 
has  moulded  professional  opinion  as  far  as  he  has,  and  I  know  that 
this  Association  is  moulding  it  by  the  surgical  papers  that  are  read 
here — is  having  a  distinct  effect  in  establishing  a  consensus  of  profes- 
sional opinion  in  this  country.  I  commend  Dr.  Ward  and  his  valu- 
able work  to  the  profession  of  Kansas.  He  is  a  man  of  whom  his 
State  and  this  Association  may  justly  be  proud. 

Dr.  Mordecai  Price,  of  Philadelphia. — Just  one  or  two  features 
in  the  discussion  I  would  like  to  say  a  word  upon.  I  think  many  of 
the  delays  are  attributable  to  the  cowardice  of  the  surgeon.  We 
all  should  feel,  when  we  approach  a  question  of  this  kind,  one  where 
a  life  is  involved,  that  we  should  consider  every  side  of  the  question. 
In  doing  this  there  is  no  doubt  that  we  become  timid.  All  of  us 
dislike  to  face  a  question  where  we  feel  that  a  life  depends  upon  it. 
If  we  operate,  and  that  life  is  lost,  the  community  say  that  it  was  the 
operation  ;  while  if  we  go  home  without  operating,  we  feel  and  know 
that  it  is  our  cowardice.  I  never  yet  have  gone  to  a  patient  with 
any  abdominal  trouble  feeling  that  an  operation  was  necessary,  but 
that  I  would  have  been  glad  to  be  anywhere  else  in  the  world  than 
present  at  the  bedside  or  at  the  operating-table  of  that  patient.  But 
the  very  moment  that  that  feeling  of  cowardice,  that  feeling  of  not 
wanting  to  face  the  music,  is  present,  it  is  proof  positive  in  my  mind 
that  an  operation  is  necessary.  When  we  have  an  operation  where 
the  question  is  of  so  little  importance  that  it  does  not  involve  in  our 
own  mind  the  question  of  the  life  of  a  patient,  then  the  operation  in 
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most  cases  is  not  necessary,  and  we  ought  to  go  home  when  we  feel  so 
absolutely  comfortable,  because  the  question  is  not  one  of  such  serious 
moment  that  an  operation  is  necessary.    It  is  a  good  position  to  get 
into  to  feel  that  we  are  responsible  for  what  is  going  on.    And  let  me 
say  to  you  there  is  another  side  to  the  question,  and  that  is  this:  that 
your  cowardice,  the  hesitancy  you  feel,  is  marked  as  plainly  on  your 
face  and  is  seen  by  every  member  of  the  family  just  as  surely  as  any- 
thing in  the  world  exists ;  and  when  you  say  to  your  patient  when  you  are 
in  that  state  of  mind,  "  You  ought  to  have  an  operation,"  she  will  tell 
you  "  No  "  the  very  first  thing.    And  she  is  right,  because  you  are  not 
certain  of  your  diagnosis.    We  all  know  that  now  and  then  a  man 
will  fall  from  a  steeple  of  a  church  180  feet,  as  one  did  a  few  squares 
from  me,  and  was  not  killed.   Yet  it  is  not  a  safe  procedure.  Another 
patient  of  mine  shot  himself  through  the  lung  within  an  inch  of  the 
heart,  and  yet  had  no  trouble  at  all ;  he  had  fit  after  fit  before  the 
shooting  and  never  had  a  fit  afterward.   Yet,  gentlemen,  it  is  not  good 
treatment  for  fits.    Such  extraordinary  occasions  happen  in  pelvic 
disease.    I  looked  over  my  list  of  pelvic  operations  the  other  day, 
and  I  saw  a  list  of  twenty-five  of  them  were  repeated  attacks  of  pelvic 
peritonitis,  with  general  peritonitis,  from  two  to  six  times.    Every  one 
of  them  I  had  pronounced  a  perfect  cure;  all  treated  with  opium  and  the 
old-fashioned  treatment  of  peritonitis.    "She  was  an  invalid,  although 
she  could  get  about."   That  is  the  kind  we  say  are  cured.   If  we  could 
give  such  a  result — if  we  could  say  after  an  operation,  after  a  removal 
of  these  things,1  that  the  cases  could  get  about  and  get  down  stairs,  and 
call  it  a  cure,  as  we  used  to  after  the  use  of  opium — is  there  a  single, 
solitary  exception  where  we  could  not  claim  absolute  recovery?  I 
say,  then,  that  it  is  our  business  to  go  to  these  cases,  and  when  we  dis- 
cover that  pus  exists  it  must  be  removed,  and  the  sooner  the  better. 
One  of  these  cases  I  treated  five  different  times,  and  pronounced  her 
well.    The  sixth  time  I  examined  her  and  found  just  about  the  same 
state  of  affairs  as  before  in  the  pelvis,  but  with  every  indication  of 
approaching  dissolution.    I  told  her  that  an  operation  was  necessary. 
On  both  sides  there  were  tremendous  pus  tubes,  and  she  had  general 
peritonitis.    The  woman,  from  being  one  who  just  walked  around  for 
a  year, two  or  three  years,  and  sometimes  four  or  five  years — this  woman 
went  down  into  Virginia  and  to-day  does  the  housework  for  fifteen 
hands  on  a  big  plantation,  and  has  never  had  a  twinge  of  pain  or  a 
particle  of  trouble  since  that  time. 

Dr.  Joseph  Price. — May  I  allude  very  briefly  to  Dr.  Cushing's 
reference  to  gonorrhea?     Unquestionably,  gonorrhea  is  responsible 

1  Pointing  to  Dr.  Ward's  specimens. 
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for  a  majority  of  these  cases.  Gonorrhea  is  no  longer  treated  by 
intelligent  physicians.  Every  drug-store  in  the  land  is  a  clap  shop, 
probably  as  well  in  Boston  as  Philadelphia.  It  is  a  neglected  dis- 
ease. The  sequelae  in  the  male  as  well  as  in  the  female  are  very 
much  more  marked  than  they  were  several  years  ago,  when  the  disease 
was  treated  by  the  educated  physician.  In  our  city  I  know  they  are 
greatly  neglected,  and  I  kuow  that  gonorrhea  is  treated  largely  as  I 
have  indicated,  as  are  all  these  specific  troubles.  I  can  remember  a 
few  years  ago,  when  I  took  considerable  interest  in  this  subject,  that 
it  was  a  very  common  thing  to  find  a  truss  on  a  bubo,  placed  there  by 
a  druggist. 

Dr.  Charles  A.  L.  Reed,  of  Cincinnati. — I  do  not  feel  like  miss- 
ing the  opportunity  of  extending  my  congratulations  to  Dr.  Ward  for 
his  good  work,  which  is  certainly  to  be  recognized  as  pioneer  work  in 
the  great  State  of  which  he  is  a  worthy  and  conspicuous  citizen,  and 
we  feel  obliged  to  him  for  bringing  here  and  laying  upon  the  common 
altar  of  science  this  valuable  contribution ;  not  the  least  valuable 
feature  of  which  is  a  demonstration  of  the  fact  that  even  in  the  dis- 
tricts surrounding  Topeka,  even  in  the  rural  districts  of  the  great 
Prairie  State,  pus  tubes  exist,  and  that  the  wily  gonococcus  has  found 
his  way  to  our  frontier  and  into  the  hamlets  that  are  presumed  to  be 
the  representatives  of  perhaps  the  most  quiet  and  virtuous  habits  of 
life.  I  do  not  know  if  the  gonococcus  of  Kansas  is  the  well-behaved 
beast  that  he  is  in  Boston  or  not.  It  appears  that  the  question  of  en- 
vironment has  something  to  do  in  determining  the  characteristics  of 
this  individual  member  of  the  bacteriological  world.  I  have  often 
heard  of  Boston,  but,  unfortunately,  never  have  been  there.  We  have 
heard  of  its  great  pugilistic  achievements  and  something  of  its  scholar- 
ship, and  we  have  heard  of  its  tendency  to  esthetics.  We  have  been 
largely  deterred  from  going  there  on  account  of  the  very  severe  intel- 
lectuality which  there  prevails,  but  some  of  our  more  hardy  neigh- 
bors from  the  West  will  go  there  much  more  readily  knowing  that  the 
gonococcus  is  a  very  well-behaved  individual.  But  I  am  rather 
impressed  with  the  idea  that  gonorrhea  in  women  is  a  very  serious 
affair,  whether  it  is  to  be  met  with  on  the  seaboard,  as  a  fresh  importa- 
tion from  foreign  climes,  or  whether  we  meet  it  as  a  disease  out  in  our 
remoter  hamlets.  The  essential  element  of  disease  is  there,  and  it 
progressively  invades  the  mucous  tract,  climbing  the  vaginal  wall, 
climbing  the  endometrium,  invading  the  sanctum  sanctorum  of  the 
female  anatomy,  and  producing  its  most  serious  ravages  upon  the 
uterine  appendages ;  and  whether  that  be  the  feeble  gonococcus  of 
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laboratory  culture  or  whether  it  be  one  of  the  original  progression,  it 
matters  but  little;  the  essential  disease  is  there,  the  conditions  which 
develop  it  are  there,  and  as  a  result  I  think  we  will  have  tubal 
trouble  of  the  most  serious  possible  grade.  I  do  not  think  that  we 
can  distinguish  in  this  regard  as  between  localities,  or  very  much  as 
between  individuals. 

Dr.  Ward  (closing  the  discussion). — I  desire  to  thank  the  Fellows 
for  their  kind  compliments.  This  paper,  as  you  know,  was  not  reported 
here  expecting  to  draw  out  any  extended  discussion.  It  was  merely 
to  put  on  record,  as  has  been  said  by  one  of  the  Fellows,  a  report  of 
missionary  work  in  Kansas  I  suppose  one  is  in  very  much  the  same 
position  in  Kansas  now  as  Dr.  Peaslee,  and  perhaps  the  father  of  ova- 
riotomy in  Kentucky,  were  years  ago.  The  physicians  who  live  there, 
of  course,  have  a  reasonable  knowledge  of  medicine  and  rank  well 
with  those  in  other  States,  but  in  this  line  they  have  had  no  experience. 
There  are,  perhaps,  only  four  or  five  in  the  State  who  have  done  any 
operations  of  this  kind  at  all,  and  they  but  a  few.  These  cases  I  could 
have  reported  in  more  detail,  but  thought  it  not  wise  to  detain  the 
Association. 

In  regard  to  the  common  forms,  it  is  a  deplorable  fact,  Mr.  Presi- 
dent, that  in  the  West  particularly,  we  cannot  get  the  consent  of  the 
patient  and  the  friends  unless  the  woman  is  so  nearly  dead  she  cannot 
get  well  in  any  other  way.  If  there  is  any  possibility  of  these  patients 
getting  around  and  being  at  all  comfortable  they  will  not  consent  to 
an  operation,  unless  we  can  promise  them  that  there  is  no  danger.  I 
shall  never  say  to  a  patient  that  there  is  no  danger  in  the  operation. 
I  believe  the  danger  in  the  simpler  cases  is  almost  nil.  I  do  not  be- 
lieve an  operator  should  lose  a  case  at  all,  unless  by  chloroform  or 
ether,  in  a  case  of  uncomplicated  abdominal  section.  I  have  lost  one 
case  by  surgical  defect.  I  want  to  be  honest  with  myself ;  and,  there- 
fore, have  reported  the  case  in  that  way.  It  was  a  case  of  many 
years'  standing  of  disease,  bed-ridden,  with  inflammation  of  the  bowels 
and  bladder,  until  the  adhesions  were  almost  impenetrable.  I  believe 
I  could  do  the  operation  to-day  and  save  the  patient.  So  I  put  it 
down  to  surgical  defect.  The  third  death  recorded  was  a  gonorrheal 
patient  with  the  pelvis  full  of  pus  and  general  infection  of  the  other 
organs.  I  am  very  sorry  to  say  to  my  friend  Dr.  Reed,  that  gonor- 
rhea in  Kansas  is  very  severe  sometimes.  I  thank  all  the  gentlemen 
for  their  kindly  remarks,  and  I  hope  to  have  something  further  to  say 
on  another  occasion.  I  do  not  think  that  a  young  man  like  myself 
has  any  right  to  get  upon  this  floor  and  try  to  teach  anything  about 
abdominal  surgery. 


A  CONSIDERATION  OF  EMMET'S  LAST  OPERA- 
TION FOR  SO-CALLED  "LACERATION 
OF  THE  PERINEUM," 

Or  Prolapse  of  the  Posterior  Wall  op  the  Vagina 
from  Loss  of  Fascial  Support,  or  Muscular 
Relaxation,  or  Tear. 

By  JOSEPH  PRICE,  M.D., 


At  the  meeting  of  the  American  Gynecological  Society  in 
1883,  when  Dr.  Thomas  Addis  Emmet  presented  his  paper  on 
"  The  Etiology  of  Perineal  Laceration,  with  a  New  Method  of 
Operation  for  Its  Repair,"  it  was  evident,  in  the  words  of  an 
eminent  gynecologist,  that  the  members  of  the  Society  were 
very  much  at  a  loss  to  comprehend  the  steps  of  the  operation 
as  described  by  its  illustrious  originator. 

After  a  number  of  years  it  was  still  not  understood  gener- 
ally in  my  own  city,  while  at  the  present  time  we  rarely  hear 
of  anyone  performing  the  true  Emmet's  operation,  unless  it 
has  been  improved  by  some  supposed  modification.  These 
modifications  are,  for  the  most  part,  meretricious,  and  so  far  as 
I  can  rely  upon  my  own  observation  and  investigation,  can 
lay  little  claim  either  to  originality  or  importance.  The 
Emmet  operation  seems  to  me  to  fulfil  every  indication  for 
the  restoration  of  the  damaged  perineum  far  better  than  any 
other  operation  before  or  since  devised,  not  excepting  the  so- 
called  flap-splitting  or  Tait's  operation,  over  which  so  much 
furor  has  lately  been  raised.  I  have  indeed  nothing  new  to 
offer  except  the  result  of  my  own  experience,  which  has  been 
somewhat  extensive,  while  at  the  same  time  comparative,  since 
most  later  and  earlier  operations  have,  in  what  seemed  suitable 
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cases,  been  resorted  to — so  that  the  opinions  here  presented  are 
not  in  any  sense  one-sided,  or  narrowed  by  a  limited  observa- 
tion and  operative  horizon.  I  am  firmly  convinced  that  the 
value  of  the  operation  has  not  been  recognized,  because  the 
published  reports  of  it  have  been  so  meagre  and  so  little 
descriptive,  excepting  some  explanations  of  modifications,  that 
the  very  idea  of  the  operation  has  not  been  grasped  except  by 
those  who,  like  myself,  have  been  fortunate  enough  to  have 
Emmet  personally  demonstrate  the  operation  and  its  advan- 
tages. To  that  demonstration  and  that  alone  I  confess  my 
indebtedness  for  what  I  know  of  the  operation.  Unfortu- 
nately his  original  pamphlet  was  rather  confusing  than 
instructive  and  explanatory  to  those  not  already  comprehend- 
ing the  operation.  In  the  words  of  the  gynecologist  before 
quoted,  a  drawing  was  necessary  for  the  exact  understanding 
of  the  successive  steps  of  the  operation.  This  deficiency  un- 
fortunately was  not  overcome  in  the  last  edition  of  Dr.  Emmet's 
book,  in  which  his  failure  picturesquely  to  illustrate  the  various 
steps  of  the  operation,  together  with  the  defects  it  is  intended 
to  correct,  has  left  him  entirely  at  the  mercy,  in  the  later  liter- 
ature, of  those  who  gained  glory  by  adapting  their  own  illus- 
trations to  the  original  operation,  modified  by  this  stitch  or 
that,  though  not  essentially.  Here  in  New  York  I  willingly 
leave  it  an  open  question,  whether  in  any  real  sense  Emmet's 
operation  has  ever  been  at  all  modified  into  lines  not  indicated 
by  Emmet  himself. 

The  operation  by  many  is  still  thought  to  be  a  simple  modi- 
fication of  a  previous  procedure.  This  is  not  just.  It  should 
be  considered  a  totally  new  procedure. 

In  several  cases  in  which  Emmet's  operation  was  performed 
I  have  been  fortunate  enough  to  have  the  assistance  of  Dr.  J. 
Madison  Taylor,  and  he  has  skilfully  sketched  for  me  the 
appearance  of  the  various  stages  of  the  operation.  The  theory 
of  the  mechanism  of  laceration  is,  I  still  believe,  original 
with  Emmet.  He  believes  that  the  damage  that  leads  to  the 
severe  consequences  of  loss  of  support  to  the  pelvic  diaphragm 
is  principally  in  the  deep  layers  of  the  pelvic  fasciae — a  separa- 
tion of  the  fibres  of  those  fasciae  from  the  outlet  of  the  vagina. 
The  soft  parts  of  the  vagina  are  crowded  up  in  advance  as  the 


emmet's  operation  in  perineal  laceration.  115 

fetal  head  passes.  "When  the  head  of  the  child  is  forced  down 
upon  the  so-called  perineal  body,  the  perineal  tissues  are 
stretched  transversely  before  the  head  appears  at  all  at  the 
vaginal  outlet.  The  so-called  perineal  body  is  attached  prin- 
cipally to  the  two  rami  of  the  ischia  through  the  strong  and 
almost  inelastic  ischio-perineal  fascia.  When  the  head,  follow- 
ing the  sacral  curve,  crowds  down  the  vaginal  tissues  before  it, 
it  meets  with  almost  its  entire  resistance  from  the  lack  of 
extensibility  in  these  ligaments.  If  the  force  is  severe  enough 
they  will  separate,  not  by  tear  from  the  fourchette  downward, 
but  by  a  separation  of  those  fibres  within  the  mucous  mem- 
brane from  their  insertion  without  and  below  the  vaginal  ori- 
fice. It  is  the  pelvic  fascia  that  supports  the  vagina,  and  this 
fascia  is  often  separated  from  its  attachment  to  the  vagina,  or 
laterally  from  one  or  both  rami,  at  the  passage  of  the  head 
during  parturition. 

When  these  strong  fascial  and  muscular  tissues  are  sepa- 
rated, it  is  not  surprising  that  the  comparatively  weak  orifice 
of  the  vagina  should  also  tear  to  a  greater  or  less  extent.  The 
tear  here  is,  however,  of  infinitely  less  importance  than  is  the 
rupture  of  the  ischio-perineal  fascia.  These  fascite  preserve 
the  proper  resilience  of  the  floor  of  the  pelvis.  This  removed, 
the  anterior  and  posterior  walls  of  the  vagina  have  lost  their  sup- 
port, and  they  must  prolapse  through  the  now  weakened  vagi- 
nal ring.  The  result  is  not  a  mere  matter  of  theory  or  specu- 
lation. It  is  well  known  that  rectocele  occurs  constantly  in 
patients  in  whom  the  fourchette  has  not  been  torn.  The 
perineum  we  would  say  at  simple  inspection  is  intact;  but 
return  the  rectocele  and  examine  the  posterior  and  lateral 
walls,  and  it  will  be  found  that  nothing  remains  of  the  recto- 
vaginal septum  but  the  thin  submucous  tissues  of  the  rectum 
and  the  vagina.  Ruptures  are  by  no  means  always  prolonga- 
tions of  vaginal  or  perineal  tears. 

A  vagino-perineal  laceration  may  pass  around  the  sphincter 
ani.  If  the  levator  ani  gives  way  laterally  the  laceration  is 
not  infrequently  subcutaneous,  or  rather  supra-vaginal,  and 
does  not  communicate  with  the  vagina. 

It  is  easily  shown  that  the  perineum  is  a  thin  diaphragm, 
not  a  body  of  firm  fascia,  muscle,  or  connective  tissue.    It  is 
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also  easily  seen  that  running  far  up  the  vaginal  wall  on  either 
side  there  is  a  deficiency  of  natural  support  in  these  cases. 

The  rupture,  which  may  or  may  not  have  been  submucous, 
is  not  in  the  median  line,  but  has  been  more  severe  on  one  side 
than  on  the  other.  The  sulci,  which  exist  normally  in  every 
vagina,  are  simple  folds  of  the  mucous  membrane,  but  these 
have  become  now  deep  pockets,  whose  depths  almost  penetrate 
to  the  rectal  wall. 

The  drawings  here  shown  illustrate  the  appearances  I  have 
referred  to.  In  one  case  Dr.  Emmet  himself  operated,  the  other 
is  from  a  dispensary  patient.  You  will  observe  the  huge  pro- 
lapse in  both  cases,  prolapse  evidently  not  due  to  destruction 
of  the  perineum,  which  is  almost  intact,  but  evidently  to 
a  want  of  resisting  power  in  the  pelvic  floor.  In  Emmet's 
expressive  illustration  the  bag  has  lost  its  puckering-string. 
You  will  observe,  however,  that  there  is  here  more  or  less 
destruction  of  the  perineum,  but  cases  are  not  rare  in  which 
the  fourchette  is  intact.  In  all  these  cases  Emmet  claims  that 
the  perineum  has  been  ruptured  though  not  actually  lacerated, 
and  performs  the  same  operation  as  he  would  were  the  skin 
and  superficial  fascia  torn  to  the  sphincter.  With  this  view  I 
am  in  entire  harmony.  In  order  to  make  Emmet's  operation 
thoroughly  appreciated,  I  will  call  attention  briefly  to  opera- 
tions previously  devised  to  meet  the  same  indications. 

You  will  recall  those  of  Simon,  Hegar,  Hildebrand,  Freuud, 
Bantock,  Baker  Brown,  and  Emmet's  trefoil  operation.  I  will 
enter  upon  no  extended  discussion  of  these,  referring  briefly  only 
to  those  of  Brown  and  the  early  Emmet  operation.  Baker 
Brown,  conceiving  that  the  sole  loss  of  tissue  lay  in  the  super- 
ficial structures,  denuded  the  mucous  membrane  at  the  junc- 
tion of  the  skin  for  a  width  of  one-half  inch  from  the 
original  site  of  the  hymen  on  the  one  side,  to  an  equal  extent 
on  the  other,  thus  forming  a  U-shaped  or  horseshoe  denuda- 
tion. Deep  stitches  were  then  inserted  into  the  skin  from  one 
side  of  the  vagina  into  a  corresponding  situation  on  the  other, 
by  which  the  two  arms  of  the  U  were  brought  into  apposition 
and  the  stitches  attached  to  quills  on  either  side.  By  this 
means  he  indeed  restored  the  perineum  so  that  it  was  even 
longer  than  before,  but  failed  in  the  real  intention,  since  little 


EMMET'S   OPERATION   IN   PERINEAL  LACERATION. 


117 


by  little  the  rectoeele  again  prolapsed  through  the  narrowed 
outlet  to  its  original  condition.  Not  appreciating  the  causes  of 
his  failure,  Brown  attempted  to  obtain  success  by  still  further 
narrowing  the  vaginal  outlet,  going  so  far  in  some  cases  as  to 
render  sexual  relation  impossible,  but  still  failing  in  the  great 
majority  of  his  cases  to  relieve  the  condition  for  which  he 
operated.  From  that  time  to  the  present,  surgeons  (gynecolo- 
gists) have  struggled  with  the  problem.  A  great  advance  was 
made  when  the  denudation  was  extended  so  as  to  include  a 
portion  of  the  rectoeele,  and  so  restore  by  cicatricial  healing  the 
perineal  body,  whose  function  is  relatively  important.  I  show 
here  the  drawings  illustrating  Emmet's  trefoil  operation,  which 
is  perhaps  the  best  example  of  this  method  of  closure.  A 
denudation  beginning  at  the  labia  was  made  in  the  shape  of  a 
trefoil,  of  which  two  lateral  leaflets  were  made  upon  opposite 
labia,  while  the  middle  leaf  was  made  out  of  the  projecting 
rectoeele.  Deep  sutures  were  then  passed  from  the  skin 
surface  through  two  or  two  and  a  half  inches  of  tissue,  so  as 
to  pucker  the  three  lobes  into  a  mass  of  which  the  crest  of  the 
rectoeele  marked  the  summit,  thus  forming  the  new  perineum. 

One  need  only  to  scan  this  diagram  to  see  the  enormous 
amount  of  tissue  included  within  the  ligatures  passed  after 
this  method.  Driven  through  gluteal  and  labial  tissues  and 
including  in  their  embrace  a  great  mass  of  incongruous  flesh, 
is  it  any  wonder  that  discomforts,  perineal  abscesses,  and  non- 
union were  not  infrequent  results?  Moreover,  in  successful 
cases  the  results  were  frequently  anything  but  happy.  In 
order  to  hold  the  rectoeele  the  perineum  was  closed  so  high  as 
to  be  an  actual  bar  to  marital  relations,  while  the  perineum 
did  not  altogether  prevent  subsequent  rolling  out  of  the  vagi- 
nal walls,  a%id  at  least  a  partial  return  of  the  rectoeele,  with 
but  a  partial  prevention  of  the  dragging  sensation,  so  often  the 
worst  affliction  of  this  condition.  The  old  operations  aimed 
to  replace  the  perineal  body  by  a  new  structure  built  from  the 
adjacent  parts.  But  when  a  perineum  is  lacerated  it  is  not 
destroyed.  If  we  can  bring  together  the  ends  of  the  ruptured 
isehio-perineal  ligaments  we  will  absolutely  restore  the  sup- 
porting power  of  the  perineum.  Dr.  Savage,  in  his  classical 
work,  appreciated  this  fact,  and  in  describing  the  operation  he 
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says:  "The  author's  plan  includes  the  resection  of  all  the 
redundant  vagina  at  its  ano-vulvar  margin,  in  the  first  place; 
and  in  the  second,  the  removal  of  a  triangular  portion  of 
vaginal  mucous  membrane,  the  middle  angle  extending  along 
the  posterior  wall  of  the  vagina,  securing  with  quill  sutures  in 
the  usual  way.  It  is  the  only  plan  which  seems  effectual  in 
bringing  together  again  at  the  ano-vulvar  perineum  the  two 
ischio-perineal  ligaments."  "Were  the  rupture  a  sagittal  one, 
Savage's  plan  would  be  unexceptionable,  but  the  rupture  of 
the  ischio-perineal  fascia  does  not  usually  occur  in  the  median 
line.  The  rupture  is  lateral  as  well  as  posterior,  as  one  can 
readily  convince  himself  by  simply  examining  the  degree  of 
resistance  which  the  finger  meets  when  pressing  toward  the 
coccyx.  Moreover,  the  method  of  bringing  together  the  edges 
of  the  denudation  is  essentially  defective.  To  attempt  to  ob- 
tain complete  union  in  a  plastic  operation  by  means  of  sutures 
driven  through  two  inches  or  more  of  healthy  tissue  remote 
from  the  freshened  edges  can  but  be  regarded  as  faulty. 

Emmet's  last  operation  aims  at  removing  superfluous 
vaginal  mucous  membrane  at  the  vagino-vulvar  orifice,  con- 
tinuing at  the  same  time  the  denudation  along  the  line  of  the 
original  rupture.  As  this  line  extends  usually  along  the  two 
sulci,  the  denudation  assumes  rudely  the  form  of  a  crescent, 
whose  convexity  is  the  boundary  of  skin  and  mucous  mem- 
brane of  the  vulva,  while  the  concavity  is  marked  by  the  sum- 
mit of  the  projecting  rectocele,  and  the  cusps  extend  up  the 
lateral  deep  sulci  and  posterior  wall  of  the  vagina.  Finally, 
he  introduces  stitches  entirely  within  the  vagina,  beginning  at 
the  apex  of  a  cusp,  and  closing  by  bringing  the  two  denuded 
edges  of  the  cusp  or  sulcus  together.  The  drawings  here 
shown  represent  the  procedure  exactly.  The  value  of  many 
of  the  so-called  modifications  can  also  be  comparatively  studied 
at  the  same  time.  Each  cusp  or  sulcus  being  closed  down  to 
the  crest  of  the  rectocele,  a  single  stitch  is  passed  from  one 
side  to  the  other  through  the  skin  laterally  and  the  crest  of 
the  rectocele  centrally,  thus  approximating  these  three  points. 
After  the  insertion  of  the  crown  stitch  one  or  more  superficial 
stitches  is  sometimes  necessary,  according  as  there  has  been 
greater  or  less  laceration.    Some  of  the  minor  details  of  the 
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operation  it  is  not  necessary  to  describe.  It  is  worthy  to  men- 
tion, however,  that  the  essential  landmarks  of  the  operation, 
to  wit,  the  crest  of  the  rectocele  or  its  most  projecting  part, 
and  the  lateral  mucous  membrane  at  the  highest  point  to 
which  it  is  intended  to  carry  the  denudation,  are  not  to  be  lost 
sight  of  nor  changed  as  the  operation  proceeds.  The  tissue  on 
either  side  is  controlled  by  an  assistant  by  means  of  a  tenacu- 
lum, and  the  denudation  is  accomplished  from  below  upward 
until  the  crest  of  the  retocele  is  reached.  The  denudation  is 
afterward  extended  up  the  sulcus  on  either  side,  varying 
according  as  the  tear  is  longer  or  deeper.  If  the  sulcus  on  one 
side,  usually  the  right,  be  smaller  than  on  the  other,  the 
denuded  surface  will  also  be  smaller.  When  the  sulci  are  to 
be  closed,  the  apex  of  each  in  turn  is  to  be  entered  by  a 
tenaculum,  and  the  sulcus  thus  put  in  position  for  the  easy 
entrance  of  the  stitches.  After  the  sulci  have  been  closed, 
when  the  crown  stitch  above  described  is  introduced,  the  inside 
stitches  entirely  disappear.  They  may  be  again  exposed  in 
the  manner  indicated  in  the  drawing.  The  after-treatment  is 
simple:  rest — catheterization  if  necessary.  The  bowels  are  to 
be  kept  easily  open.  From  the  operation  I  have  yet  to  see  the 
slighest  inflammation,  cellulitis,  or  phlebitis.  This  is  in  won- 
derful contrast  with  those  operations  in  which  deep-tissue 
stitches  are  introduced,  and  where  the  degree  of  pain  produced 
is  excessive. 

The  stitches  are  removed  at  the  end  of  six  to  ten  days, 
except  those  in  the  sulci.  These  latter  are  removed  in  the 
second  week.  This  is  best  done  by  partially  everting  the 
vagina  by  a  finger  introduced  into  the  rectum.  The  mere 
avoidance  of  suffering  and  of  troublesome  symptoms  is  suffi- 
cient to  commend  the  operation,  but  these  to  my  mind  are  the 
least  of  its  advantages.  When  the  crown  and  vaginal  stitches 
are  inserted  a  most  remarkable  change  is  apparent  in  the 
aspect  of  the  vagina.  The  posterior  vaginal  wall  is  drawn  up 
at  once  into  apposition  with  the  anterior  wall,  and  the  parts 
assume  more  nearly  than  one  would  consider  possible  the  ap- 
pearance of  the  nulliparous  vagina.  This  condition  prevails 
after  the  wound  has  united,  with  the  result  that  both  the 
anterior  and  posterior  walls  are  supported,  and  a  tendency  to 
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prolapse  prevented.  Moreover,  the  inferior  vulvar  orifice  does 
not  present  the  thin,  membranous-like  edge  that  is  usual  with 
other  operations,  but  rounds  up  in  a  gentle  slope  from  the 
external  skin  surface  to  the  posterior  wall  of  the  vagina.  The 
operation,  in  fact,  most  nearly  approximates  the  natural  peri- 
neum. The  great  degree  of  success  attending  the  operation 
is  sufiicient  alone  to  recommend  it  primarily  in  all  lesions  of 
the  perineum.  In  a  large  dispensary  experience  with  poverty- 
stricken  patients,  numbering  600  cases,  I  have  had  no  failures 
so  far  as  healing  is  concerned,  or  othtir  untoward  symptoms,  and 
in  but  few  could  it  be  recoguized  that  any  operation  had  been 
done.  With  such  a  record  in  my  hauds,  I  feel  that  in  those  of 
any  other  careful  surgeon  the  sequence  of  the  operation  must 
be  just  as  successful.  In  scientific  exactness  the  various  flap 
operations  cannot  compare  with  it,  and  from  an  anatomical 
standpoint  certainly  cannot  undergo  a  critical  examination. 


DISCUSSION. 

Dk.  W.  H.  Wathen,  of  Louisville. — I  have  listened  with  unusual 
interest  to  the  paper  by  Dr.  Price.  Every  man  in  the  medical  pro- 
fession ought  to  know  something  about  the  practical  details  of  correct- 
ing these  lacerations.  He  has  made  the  subject  interesting  because  of 
the  practical  manner  in  which  he  has  presented  it,  and  because  of  the 
vast  experience  he  has  had  in  doing  successful  work  in  this  depart- 
ment of  surgery,  which  makes  all  he  says  practical.  With  few 
exceptions  I  agree  with  him  as  to  the  proper  means  of  operating. 
I  reached  the  hall  after  the  paper  was  partly  read.  I  believe  he 
spoke  only  of  those  cases  in  which  the  sphincter  ani  muscle  was  not 
torn.  It  is  a  constant  occurrence  for  men  engaged  in  this  special  work 
to  find  women  who  have  been  advised  not  to  have  an  operation  done 
upon  the  perineum  because  it  is  claimed  that  they  have  no  rupture. 
Upon  examination  it  is  observed  that  the  skin  is  intact,  but  when  you 
separate  the  labia  you  find  the  pelvic  floor,  composed  of  the  muscles 
above  the  sphincter  muscle,  and  fascia  destroyed.  Many  of  these  women 
are  invalids  because  of  this  trouble,  and  can  be  readily  restored  to  health 
by  an  experienced  operator  in  perineal  work.  In  operations  of  this 
sort,  or  in  the  operation  where  the  tissues  are  torn  down  near  the 
sphincter  with  a  rectocele  protruding  toward  the  vulva,  I  am  practi- 
cally in  accord  with  the  suggestions  of  Dr.  Price,  excepting  that  I  think 
the  operation  may  be  simplified  by  splitting  the  tissues  between  the 
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rectum  and  the  vagina  and  laterally  instead  of  denuding  the  raucous 
memhrane.  The  splitting  process  can  be  accomplished  in  less  than 
half  the  time  and  with  less  than  half  the  inconvenience  from  hemor- 
rhage. The  cardinal  principle  which  should  control  us  in  this  opera- 
tion is  the  necessity  of  exposing  and  uniting  the  ends  of  the  torn 
muscles  and  fascia,  superficial,  middle,  and  deep,  and  a  failure  to 
appreciate  these  facts  results  in  a  corresponding  failure  in  the  opera- 
tion. By  a  superficial  denudation  you  may  dissect  up  a  part  of  the 
fascia  and  enough  of  the  muscles  to  make  a  pretty  fair  operation,  and 
sometimes  one  that  may  be  permanent,  as  Dr.  Price  reports  Dr.  Emmet 
did  in  Philadelphia,  the  woman  having  borne  several  children  after- 
ward. But  these  superficial  denudation  operations  do  not  bring 
together  the  fascia  and  torn  muscles  with  sufficient  perfection  to 
guarantee  any  permanent  results,  and  I  have  examined  these  cases 
years  after  the  operation  and  found  the  patients  in  about  as  bad 
condition  as  before  it.  If,  as  in  some  instances,  the  muscles  and  fascia 
are  torn  without  any  corresponding  severance  of  the  posterior  vaginal 
wall,  we  cannot  expose  and  bring  together  the  torn  ends  in  a  rectocele 
by  any  process  except  splitting  the  vaginal  wall  from  the  rectal 
wall;  otherwise  the  operation  may  be  done  pretty  much  after  the 
fashion  he  has  described.  When  we  use  an  animal  suture — carefully 
prepared  catgut  or  kangaroo  tendon — it  should  be  buried,  and  the 
result  will  be  perfect  if  your  sutures  and  operation  have  been  aseptic. 
Or  we  may  use  silver  wire,  silkworm-gut,  or  silk,  and  the  results  will 
be  about  as  good  with  one  as  with  the  other.  I  am  sorry  Dr.  Price 
did  not  include  complete  rupture  of  the  perineum. 

In  conclusion,  I  would  say  that  we  ought  to  impress  upon  the  general 
practitioner  and  the  general  surgeon,  as  well  as  the  specialist,  the  im- 
portance of  attending  to  these  cases,  but  especially  ought- we  to  impress 
upon  the  profession  the  necessity  of  operating  when  they  occur.  There 
is  no  operation  of  any  magnitude  in  gynecic  surgery  that  has  the 
element  of  simplicity  so  perfect  and  the  universal  results  so  attractive 
as  in  the  operation  for  complete  or  incomplete  laceration  of  the  peri- 
neum, if  done  immediately  after  or  a  few  hours  after  the  accident  has 
occurred.  I  come  to  this  conclusion  because  my  results  for  complete 
rupture,  sometimes  extending  two  or  three  inches  up  the  vagina,  in  the 
primary  operation,  with  one  exception,  have  been  relatively  perfect ; 
and  in  that  case  the  woman  was  for  two  or  three  days  subsequent  to 
the  operation  in  convulsions,  throwing  her  limbs  about  so  that  the  torn 
surfaces  could  not  be  kept  together.  What  I  can  do,  another  can  do, 
if  he  studies  the  principle  and  pays  attention  to  the  details.  I  hope 
that  the  Fellows  will  use  their  influence  to  impress  upon  the  profession 
the  importance  of  attending  to  these  accidents  as  soon  as  they  occur. 
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Dr.  James  F.  W.  Ross,  of  Toronto. — I  was  unfortunately  called  out 
of  the  room  and  did  not  hear  all  of  Dr.  Price's  very  interesting  paper, 
but  I  did  hear  some  of  it,  and  must  beg  to  differ  from  him  in  some  par- 
ticulars. My  idea  of  these  cases  is  that,  instead  of  having  a  triangle 
formed  by  the  fibres  of  the  levator  ani  muscle,  a  small  triangle  with  its 
base  toward  the  pubes,  after  the  laceration  takes  place,  whether  it  be 
submucous  or  through  the  mucous  membrane,  we  have  this  triangle 
transformed  into  the  shape  of  an  oblong.  As  a  consequence,  the  parts 
are  not  forced  up  toward  the  pubes,  as  they  normally  are,  but  are  allowed 
to  drop  outward.  The  flap-splitting  operation,  of  which  I  am  an  admirer, 
was  not  in  my  early  cases  a  success.  This  was  not  due  to  the  fault  of  the 
operation,  but  of  the  operator.  I  have  demonstrated  before  classes  of 
students  the  fact,  that  the  needle  can  be  carried  in  such  a  faulty  way 
during  the  flap-splitting  operation  that  no  pillars  are  formed  by  ap- 
proximation of  levator  ani  fibres  on  the  side  of  the  vagina — muscu- 
lar pillars  that  should  be  formed  by  the  operation  so  as  to  complete 
the  triangle  that  naturally  exists,  and  that  can  be  demonstrated  to 
exist  by  the  examination  of  any  woman  with  her  perineum  as  it 
always  has  been.  By  taking  out  the  needle  again  I  have  demon- 
trated  that  by  passing  it  deeply  and  properly  toward  the  tuberosity 
of  the  ischium,  the  muscle  can  be  drawn  up  and  this  pillar  will  then 
be  present.  After  each  operation  I  feel  in  the  vagina  for  these  two 
pillars,  and  see  that  I  have  brought  up  the  deep  structures.  My 
results  of  late  have  been  to  me  perfectly  satisfactory.  In  this  connec- 
tion I  will  mention  one  case  that  occurred  two  weeks  ago,  in  the  wife 
of  a  physician  who  had  the  misfortune  to  lacerate  her  with  the  forceps 
in  delivery.  The  laceration  extended  five  inches  into  the  vagina  and 
rectum,  and  of  course  through  the  sphincter  ani.  I  stitched  the  vagi- 
nal mucous  membrane  and  rectal  mucous  membrane  together,  bring:- 
ing  the  parts  up,  and  put  in  the  outer  sutures  exactly  as  we  do  in  the 
flap-splitting  operation,  namely,  inside  the  skin  and  outside  the  mucous 
membrane.  The  doctor  called  at  my  office  the  day  before  I  left,  saying 
that  he  was  delighted  with  the  result.    It  was  a  primary  operation. 

Some  time  ago  I  gave  my  ideas  on  this  subject  in  the  Canadian 
Practitioner,  hence  will  be  brief  here,  and  simply  say  that  I  believe  that 
the  denudation  of  the  tissues  outside  is  superfluous,  but  in  the  vagina 
is  necessary.  I  know  from  experience  that  we  can  combine  the  opera- 
tion of  denudation  in  the  vagina  with  flap-splitting  in  the  perineum, 
exactly  as  my  friend  Dr.  Wathen  has  said,  with  excellent  results.  I 
think  that  many  operators  will  differ  in  the  technique  of  their  opera- 
tions for  the  laceration  of  the  perineum  and  for  rectocele.  This  only 
shows  that  by  different  methods  we  may  get  the  same  results. 
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An  important  point  is  to  be  observed  if  we  expect  support  from  the 
new  perineum.  The  split  must  be  made  deeply  and  fearlessly  and  the 
tissues  torn  well  asunder,  so  that  the  muscle  fibres  are  laid  bare  and 
a  broad  base  of  union  formed.  If  this  be  done  we  will  not  have  a 
skin  perineum. 

Dr.  Mordecai  Price,  of  Philadelphia. — All  the  speakers  dwell 
upon  the  tissues  found  in  the  perineal  operation.  I  have  done  a 
great  many  perineal  operations,  and  I  wish  to  say  that  my  experience 
teaches  that  if  you  cut  away  the  vaginal  mucous  membrane  you  must, 
in  so  doing,  expose  all  the  cellular  tissue,  all  the  muscle,  and  all  the 
fibrous  tissue  there  is  to  put  in  your  suture.  Therefore,  it  is  imma- 
terial whether  you  use  the  whip  suture,  as  some  gentlemen  seem  to 
prefer,  or  the  suture  which  Dr.  Emmet  gives  us,  which  answers  every 
purpose — nothing  can  be  better.  He  tells  us  to  go  as  far  into  the 
tissues  on  the  pelvic  side  as  it  is  possible  to  go,  to  take  up  everything 
we  can,  pass  down  and  toward  you,  and  then  reenter  the  interior  and 
pass  back  to  the  other  side  of  your  sulci ;  gather  in  all  the  tissue  that 
is  possible  under  your  suture  ;  and  not  only  that.  One  of  the  speakers 
says  that  the  muscle  has  a  tendency  to  drop  outward.  That  certainly 
would  be  corrected  by  Dr.  Emmet's  suture,  which  comes  down  in  this1 
direction,  and  when  it  is  shotted  up,  everything  stands  one-half  to 
three-quarters  of  an  inch  further  into  the  vagina  than  it  did  when  the 
suture  was  passed.  When  the  crown  stitch  is  placed  into  position, 
all  this  is  pushed  back  into  the  vagina  and  out  of  sight.  I  believe, 
with  Dr.  Wathen,  we  have  no  business  to  know  anything  about  sec- 
ondary perineal  work.  It  ought  to  be  the  business  of  the  physician 
to  have  his  materials  with  him,  even  if  the  case  is  a  simple  one,  because 
accidents  will  occur  in  the  best  regulated  households  in  that  particular, 
and  it  ought  to  be  his  business  to  at  once  apply  his  sutures,  because 
union  is  almost  invariable  by  first  intention  in  these  primary  opera- 
tions, and  there  is  no  better  way  than  to  use  the  silkworm-gut  sutures, 
passing  them  as  Dr.  Emmet  recommends.  The  tear  in  nine  cases  out 
of  ten  is  in  the  right  or  left  sulci.  I  have  never,  except  on  two  or  three 
occasions,  seen  a  rupture  in  the  median  line ;  when  it  is  in  the  median 
line  it  is  almost  always  into  the  bowel.  I  have  several  times  put  in 
silkworm-gut  sutures,  having  to  pass  them  entirely  out  of  sight  in 
fleshy  women.  They  united  in  every  instance.  Secondary  operations 
show  the  neglect  of  somebody.  The  time  has  been  when  we  were  too 
modest  to  examine  our  patients.  When  I  was  fifteen  years  in  practice 
I  said  that  I  had  never  exposed  a  woman  in  examination  in  my  life. 

1  Pointing  to  the  diagram  on  the  blackboard. 
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1  am  now  ashamed  of  it.  I  believe  and  think  that  a  man  who  has 
attended  these  cases  ought  to  recognize  one  by  the  "feel."  I  think  I 
could  now.  I  never  trust  my  fingers,  but  always  inspect  the  patient 
when  I  examine  to  see  if  there  is  a  tear.  Dr.  Emmet's  operation,  his 
manner  of  passing  the  sutures,  fulfils  every  condition  that  I  have  ever 
found  needed  in  vaginal  operations.  I  have  operated  on  old  women — 
fifty-five,  sixty,  sixty-five,  and  seventy  years  old,  until  my  brother  has 
declared  I  would  kill  one  some  day — where  the  uterus  was  outside  of 
the  body,  where  it  was  so  difficult  to  keep  it  up  that  the  women  were 
confined  to  their  homes,  and  now  they  are  working  around  Philadel- 
phia as  comfortable  as  can  be.  The  Emmet  operation  cured  these 
patients. 

Dr.  H.  T.  Hanks,  of  New  York. — I  was  very  much  interested  in 
the  paper  of  Dr.  Price,  because  it  is  on  a  very  important  subject.  I  was 
doubly  pleased,  because  I  have  been  associated  more  or  less  intimately 
with  Dr.  Emmet  in  the  Woman's  Hospital  for  the  last  thirteen  years, 
hence  have  watched  the  development  of  the  operation  and  have  seen 
how  well  Dr.  Emmet  operates,  and  how  successful  his  operations  are. 
I  have  been  pleased  to  have  the  subject  brought  up  for  this  very  rea- 
son. He  has  not  only  been  the  pioneer  in  teaching  us  how  to  operate 
on  a  lacerated  cervix,  but  has  also  given  us  some  rules  for  the  opera- 
tion on  the  perineum,  which  we  have  not  considered  before,  and  which, 
when  carried  out  to  the  letter,  as  he  has  taught  us,  are  invariable. 
Perhaps  none  of  his  paper  illustrations  have  been  so  perfect  and  so 
patent  that  you  could  catch  on  and  hold  on,  and  do  the  operation 
afterward  correctly.  But  when  you  come  to  watch  him  operate  you 
can  see  just  how  it  is  done.  I  believe  the  operation  is  a  successful 
operation.  There  are  but  very  few,  however,  who  do  it  correctly. 
Mr.  Tait,  in  his  last  article  in  the  Transactions  of  the  British  Gyneco- 
logical Society,  has  taken  the  same  ground,  after  we  in  America  had 
opened  his  eyes  to  the  idea  that  his  operation  is  successful  only  in  so 
far  as  he  catches  the  separating  fibres  of  the  levator  ani  muscle.  Dr. 
Emmet  has  taught,  and  I  myself  have  taught  (see  Transactions  of  the  New 
York  State  Medical  Society,  p.  307, 1891,  and  The  British  Gynecological 
Transactions  for  November,  1890,  p.  431),  the  necessity  of  passing  the 
sutures  deep  down  in  the  two  sulci — deep  enough  to  catch  the  gaping 
fibres  of  the  levator  ani  muscle — which  are  constantly  being  separated 
still  further  by  the  action  of  the  transversus  perinei  muscle.  In  other 
words,  any  operation  for  the  relief  of  the  symptoms  caused  by  a  laceration 
of  the  perineum  and  floor  of  the  vagina  must  have  in  view  the  restora- 
tion of  the  function  of  this  muscle.    Dr.  Wathen's  method  of  operating 
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I  formerly  practised  occasionally  when  only  a  slight  injury  to  the  floor 
had  occurred.  If  you  have  an  aseptic  ligature,  etc.,  and  keep  your 
finger  aseptic,  it  is  all  right  in  slight  tears.  But  it  is  not  easy  to  do  a 
perineorrhaphy  when  you  have  to  split  the  recto-vaginal  septum  for 
two  inches,  or  up  to  within  half  an  inch  of  the  cervix.  It  is  a  difficult 
matter  to  work  up  in  this  deep  wound  and  not  drop  a  bit  of  sepsis,  as 
you  are  in  the  immediate  neighborhood  of  the  rectum,  and  the  chance 
of  having  your  work  infected  by  the  finger,  which  is  often  in  the 
rectum,  is  great.  Twice  I  have  had  an  abscess.  I  am  inclined  to 
think  that  where  the  levator  ani  has  been  injured  and  the  floor  of  the 
vagina  forms  a  bad  rectocele,  the  flap-splitting  operation  is  not  as 
good  as  this  of  Dr.  Emmet's.  The  reason  it  (Dr.  Emmet's)  is  not  more 
successful,  is  because  it  is  a  difficult  matter  to  teach.  If  there  is  only 
a  slight  injury  of  the  fibres  of  the  levator  ani,  the  Tait  operation  is 
very  good  indeed.  If  the  levator  ani  muscle  is  injured  badly,  and 
you  have  to  deal  with  a  rectocele,  you  must  do  something  to  bring  these 
retracting  fibres  together,  if  you  wish  to  have  a  satisfactory  result  and 
prevent  some  of  the  symptoms  for  which  you  do  the  operation. 

Dr.  Price,  of  Philadelphia  (closing  the  discussion). — I  want  to  thank 
Dr.  Hanks  for  making  Dr.  Emmet's  operation  so  clear.  Some  of  us  make 
the  denudation  up  the  sulci  perhaps  a  little  more  extensive  than  Dr. 
Emmet  does.  I  say  just  a  little  more  extensive;  I  do  not  want  to  claim 
any  modification ;  I  do  not  want  any  "  me"  or  "my"  in  it  at  all,  because 
it  all  belongs  to  him.  He  taught  us  how  to  denude,  and  everything 
else  that  is  good  in  plastic  surgery  of  the  perineum  and  cervix.  Dr. 
Emmet  has  said  something  which  has  been  omitted  in  the  discussion, 
and  also  in  the  paper,  as  to  the  suffering  of  these  women.  For  instance, 
take  the  picture  which  I  show  you.  You  will  find  a  superficial  peri- 
neum intact.  The  woman  has  been  told  that  there  is  no  tear:  "Madam, 
your  perineum  is  perfect."  But  the  pelvic  floor  is  gone.  If  you  ask 
her  to  strain,  the  rectocele  will  appear  over  the  superficial  perineum. 
Again,  you  ask  her  particularly  as  to  her  suffering,  and  she  will  tell 
you  she  always  has  weight  and  pressure  and  fulness.  Again,  if  you 
ask  this  patient  if  there  is  anything  that  will  give  her  comfort, 
she  will  say,  "  When  I  cross  my  thighs  it  gives  me  comfort."  Again, 
if  you  make  lateral  pressure  on  her  back,  if  you  will  push  toward 
the  promontory  of  the  sacrum,  she  will  say  it  gives  her  comfort.  You 
can  go  through  just  as  many  tests  as  you  like,  but  there  is  no  doubt 
he  is  right  in  theory  and  practice.  I  said  that  some  of  us  go  a  little 
further  in  the  line  of  the  sulci's  denudation  than  Dr.  Emmet.  Dr. 
Hanks  has  made  a  perfect  illustration  of  Dr.  Emmet's  operation.  We 
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differ  in  this  particular,  many  of  us.  Dr.  Emmet  does  not  go  as  high 
in  the  sulci  as  some  of  his  pupils  with  the  denuding.  Dr.  Emmet 
makes  a  triangle  with  a  tenaculum ;  we  make  it  with  a  denudation, 
and  go  into  the  apex  of  that  sulcus.  We  give  the  woman  as  much 
pelvic  floor  as  possible.  Look  at  the  stitches,  for  instance :  I  go  to 
the  apex  of  that  sulcus,  and  do  not  pull  back  the  denudation  with  the 
tenaculum  as  Dr.  Emmet  does.  We  differ  in  the  denudation,  but  not 
the  slightest  in  the  stitches.  We  take  all  we  can  get  with  our  needles. 
I  wish  to  make  more  pelvic  fulness.  Those  are  the  main  points.  The 
denudation  to  the  apex  of  the  sulcus ;  and  in  making  the  triangle 
Emmet  calls  our  attention  to  three  triangles.  That  is  all  very  true,  but 
by  the  retraction  here  of  the  apices  of  the  sulci  the  triangles  are  usu- 
ally made  to  extend  to  a  higher  point.  That  I  do  not  agree  with.  I 
think  it  makes  a  better  pelvic  floor,  and  the  operation  a  prettier  finish — 
more  earth  above  the  dam,  as  it  were — by  the  more  extensive  denuda- 
tion ;  that  is  what  he  preached  in  his  first  operation. 

In  regard  to  the  flap-splitting  operation,  I  have  very  serious  doubts 
as  to  whether  it  ever  restores  a  sphincter.  I  have  yet  the  first  one 
tosee,  and  I  know  at  least  half  a  dozen  women  in  Philadelphia  who 
have  had  the  flap-splitting  operation  done.  They  have  incontinence 
of  gas  and  feces  when  they  have  a  diarrhea.  I  have  seen  men 
do  it,  and  absolutely  miss  in  their  denudation,  and  in  all  other  steps, 
the  dimples  of  the  retracted  sphincter  or  half-moon.  There  are  very 
few  men  in  this  country  that  can  map  out  the  sphincter  in  a  perineal 
tear  through  the  sphincter.  This  seems  like  a  very  bold  statement, 
but  I  am  prepared  to  back  it  up.  Dr.  Emmet,  if  you  will  follow  him, 
will  place  his  fingers  on  the  sphincter  and  make  you  trace  a  hard,  iron- 
like band  all  the  way  round.  He  has  taught  us  all  we  know  about 
sphincter  tears  that  is  worth  knowing,  and  I  repeat  that  an  ordinary 
flap-splitting  operation  very  rarely  succeeds  in  closing  a  sphincter  tear. 
Whether  it  is  down  to  the  sphincter  or  through  the  sphincter,  we  com- 
monly repeat  the  operation.  Patients  come  to  me  and  I  unhesitatingly 
sav,  "  If  you  wish  to  recover,  this  pelvic  floor  must  be  closed  up,"  and 
do  it  over  again. 

As  to  primary  operations  :  It  is  simply  calamitous  and  reprehensi- 
ble in  the  practitioner  to  permit  any  woman  to  be  covered  up  with  a 
sheet  or  anything  else,  if  there  is  a  tear.  It  is  a  very  simple  and  not 
painful  operation.  But  it  is  here  again  I  wish  to  criticise  in  unquali- 
fied language  the  method  of  closing  tears  primarily.  The  work  is 
imperfect.  Here  do  the  Emmet  operation  primarily.  Emmet's  inside 
perineal  operation  with  the  sulci  sutures  closed  is  an  operation  which 
restores  the  woman's  comfort.    The  operator  need  not  put  in  those 
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inside  sutures,  so  far  as  the  perfection  of  the  operation  and  the  comfort 
of  the  patient  is  concerned.  The  operation  is  complete  when  he  com- 
pletes his  sulci  work  ;  am  I  not  right,  Dr.  Hanks?1  That  is  the  criti- 
cism I  wish  to  make  briefly  in  primary  work.  It  is  the  duty  of  every 
practitioner  to  close  primary  tears,  and  do  them  well. 

Let  us  briefly  consider  the  materials  to  be  employed  in  sutures. 
Every  variety  of  sutures  are  handled.  Well,  it  does  not  make  much 
difference  what  is  used,  but  I  do  feel  that  a  silver  suture  is  a  splint; 
so  is  silkworm-gut.  It  is  a  perfect  splint;  it  is  a  box  stitch.  Both 
in  abdominal  work  and  in  plastic  work  it  is  a  splint.  When  soft  it 
is  pliable  and  easily  managed.  If  shotted  it  facilitates  the  removal 
and  also  the  closure  of  your  sutures.  Those  cases  where  you  find  a  ' 
cluster  of  scar  tissue  are  operations  which  should  have  been  done  pri- 
marily. Dr.  Hanks  has  very  charitably  and  wisely  criticised  all 
puckering  procedures  as  being  wholly  worthless.  I  agree  with  him 
entirely.  We  have  perhaps  150  operations  bearing  different  men's 
names,  from  San  Francisco  to  Maine,  some  for  the  anterior  and  some 
for  the  posterior,  puckering  everything  up.  They  are  all  perfectly 
worthless  so  far  as  permanency  of  results  is  concerned — and  this,  after 
all,  is  the  test  of  every  operation.  And  there,  again,  Dr.  Emmet's 
anchor-shaped  denudation  in  the  anterior  sulci  or  crutch  has  demon- 
strated its  value.  I  call  it  the  anchor-shaped  because  the  denudation 
is  shaped  somewhat  like  the  flukes  of  an  anchor.  Emmet  applies  this 
operation  for  a  cystocele,  and  so  he  anchors  and  ties  up  to  the  lateral 
sulci  anteriorly,  and  then  puts  the  crutch  also  anteriorly  as  an  addi- 
tional reinforcement. 


1  Dr.  Hanks  assented. 


THE  PREVENTION"  OF  SECONDARY  PERITONEAL 
ADHESIONS  BY  MEANS  OF  AN  ARISTOL  FILM. 


By  ROBERT  T.  MORRIS,  M.D., 

NEW  YORK. 


When  disease  has  caused  peritoneal  adhesions,  and  the  sur- 
geon finds  it  necessary  to  separate  united  peritoneal  surfaces, 
he  usually  fears  that  secondary  adhesions  will  begin  to  form 
almost  as  soon  as  the  operation  is  completed.  The  method  of 
brushing  the  surface  of  torn  adhesions  with  oil  is  uncertain 
in  its  results,  because  the  oil  does  not  adhere  long  enough  to 
prevent  exuded  lymph  from  organizing  and  reuniting  opposed 
peritoneal  surfaces. 

The  method  of  pouring  a  saline  solution  into  the  peritoneal 
cavity  is  of  doubtful  advantage,  because  the  fluid  may  contain 
so  much  floating  albuminous  matter  that  fermentation  of  a  dan- 
gerous character  may  begin  before  the  solution  is  absorbed. 

I  had  noticed  that  if  a  layer  of  aristol  were  interposed  be- 
tween the  margins  of  a  wound,  it  would  sometimes  prevent 
primary  union  by  presenting  a  mechanical  obstacle  to  repair; 
and  this  aristol,  forming  a  film  with  coagulated  lymph,  re- 
mained attached  to  the  wound  surfaces  for  days  or  for  weeks 
before  it  finally  disappeared.  It  occurred  to  me  that  if  aristol 
were  applied  to  separated  peritoneal  adhesions,  it  would  form 
a  film  with  exudates,  and  by  offering  a  mechanical  obstacle  to 
secondary  adhesion  it  would  give  the  wounded  surfaces  ample 
time  to  heal  separately  without  interfering  with  their  neighbors. 

Two  patients  who  were  constipated  almost  to  the  point  of 
intestinal  paralysis,  from  adhesions  that  had  followed  removal 
of  morbid  growths,  were  operated  upon,  and  after  separating 
the  dense  adhesions  I  waited  for  oozing  to  cease,  and  then 
sprinkled  the  raw  peritoneal  wounds  with  a  thin  layer  of  fine 
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aristol  powder,  which  adhered  closely.  After  waiting  a  few 
moments  a  little  more  aristol  was  sprinkled  on,  and  I  soon  had 
a  protective  coating.  Secondary  adhesions  were  prevented  in 
these  two  cases  without  any  question,  for  the  patients  have 
made  a  most  satisfactory  recovery  from  their  former  condition 
of  distress. 

Two  other  patients  who  suffered  from  pain  and  abdominal 
tenderness  consequent  upon  the  formation  of  adhesions  were 
treated  in  the  same  way,  and  they  are  now  free  from  the  former 
symptoms,  although  there  is  not  the  decided  evidence  in  their 
cases  that  the  first  two  patients  give. 

In  order  to  obtain  ocular  evidence  of  the  value  of  this 
method  of  preventing  adhesions,  I  anesthetized  a  rabbit,  and 
having  scratched  two  inches  of  opposed  intestinal  loops  with 
the  sharp  point  of  a  needle,  I  sutured  half  of  the  wounded 
surfaces  together  without  any  aristol  between  them,  while  the 
remainder  of  the  wounded  surfaces  were  covered  with  the 
aristol  film  and  then  sutured.  At  the  end  of  a  week  I  chlo- 
roformed the  rabbit  and  found,  much  to  my  discomfiture,  that 
the  sutured  surfaces  without  aristol  were  not  united,  while 
the  aristol-covered  parts  were  quite  firmly  adherent.  It  was 
well  that  I  had  obtained  practical  results  from  the  use  of  aristol 
before  meeting  with  the  disappointment  of  this  experiment. 
The  adhering  peritoneal  surfaces  were  united  by  such  a  succu- 
lent-looking lymph  coagulum  that  it  seemed  probable  that 
this  would  have  become  absorbed  if  I  had  allowed  more 
time;  consequently,  I  experimented  with  three  more  rabbits 
in  the  same  way,  but  scratched  the  peritoneum  more  deeply, 
and  sutured  loops  of  the  ileum  in  one,  and  of  the  colon  in  the 
other  two.  The  rabbit  with  the  sutured  ileum  died  of  intestinal 
obstruction,  while  I  was  out  of  town,  a  few  days  later.  After 
waiting  five  weeks,  the  remaining  two  rabbits  were  chloro- 
formed and  the  intestines  examined.  In  one  there  were  dense 
adhesions  at  the  parts  which  were  sutured  without  aristol,  and 
tiny  adhesions  just  at  the  points  where  sutures  held  the  aristol- 
covered  surfaces  together.  Elsewhere  over  the  aristol-covered 
surfaces  there  were  no  adhesions,  although  the  aristol  still  re- 
mained attached  to  the  peritoneum.    The  process  of  repair 
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was  evidently  complete.  The  aristol  had  caused  no  irritation 
and  was  slowly  disappearing. 

In  the  other  rabbit  I  found  loose  adhesions  at  the  points 
sutured  together  without  aristol,  and  none  at  all  where  the 
aristol  film  had  kept  the  surfaces  apart.  In  this  case,  also,  the 
aristol  still  remained  attached  to  the  peritoneal  surfaces,  but 
there  was  much  less  of  it  than  I  had  allowed  to  remain  at  the 
time  of  operation. 

Aristol  seems  to  be  just  the  substance  needed  for  this  sort  of 
work,  because  it  has  a  very  neat  way  of  adhering  closely  to 
wound  surfaces.  As  soon  as  lymph  coagulates  with  it  the 
aristol  cannot  be  brushed  away.  What  becomes  of  the  aristol 
eventually,  I  do  not  know.  While  it  remains  in  place  it  acts 
beneficially  in  preventing  irritation  that  would  ensue  from  the 
development  of  ptomaines,  because  it  has  the  faculty  of  de- 
stroying them,  as  any  thymol  iodide  would  be  expected  to 
do.  Aristol  is  insoluble  in  serous  fluids,  but  the  little  particles 
of  dust  are  probably  decomposed  slowly,  or  encysted  in  out-of- 
the-way  places  where  they  do  no  harm. 

In  my  experiments  with  rabbits  the  tests  were  very  severe 
ones,  because  the  wounded  peritoneal  surfaces  were  immovably 
united  by  means  of  sutures.  In  practice,  the  peristaltic  move- 
ments of  the  intestines  and  the  shifting  of  viscera  would  aid 
us  in  our  efforts  to  prevent  secondary  peritoneal  adhesions  by 
means  of  the  aristol  film. 


CASE  OF  CHOLECYSTOTOMY  WITH  CHOLE- 
LITHOTRITY. 

Death  from  La  Grippe  on  the  Twenty-first  Day. 
By  WILLIAM  WOTKYNS  SEYMOUR,  M.D., 


I  report  this  case  as  a  contribution  to  the  operative  history 
of  gall-stones  and  that  it  may  be  fairly  judged. 

The  patient,  Miss  W.,  fifty-six  years  of  age,  and  of  very  large  frame,  was 
referred  to  me  by  my  father,  Prof.  William  P.  Seymour,  for  operation,  the 
latter  part  of  February,  1891.  The  patient,  always  in  good  health  and  a 
hard-working  woman,  began,  in  October,  1890,  to  have  sudden  attacks  of 
atrocious  pain  in  the  epigastrium.  Vomiting  sometimes,  but  not  always, 
accompanied  the  attacks,  which  varied  from  a  few  minutes  to  several  days' 
duration,  with  exacerbations.  There  was  considerable  tenderness  of  the  epi- 
gastrium and  liver  border  during  the  attacks,  and  clay-colored  stools  always 
followed  an  attack.  At  no  time  was  there  any  jaundice,  although  the  con- 
junctivae had  a  slight  yellowish  tinge  most  of  the  time.  The  urine  contained 
bile  after  severe  paroxysms  of  pain.  Owing  to  the  very  much  increased 
frequency  and  severity  of  the  attacks,  and  especially  to  the  rapidly  increasing 
emaciation,  anorexia,  and  loss  of  strength,  my  father  urged  operation,  and 
after  deliberation  the  operation  was  accepted.  The  patient  was  plucky,  but 
very  much  enfeebled  for  one  who  had  been  so  strong ;  the  tissues  were  flabby, 
but  I  could  find  no  trouble  with  heart  or  lungs  ;  and  as  to  the  liver,  the  exam- 
ination was  negative,  save  that  deep  but  gentle  pressure  over  the  gall-bladder 
elicited  tenderness.  The  bowels  having  been  freely  moved  each  of  the  sev- 
eral days  before  the  operation,  and  a  soap  bath  given  daily,  I  operated  on 
the  20th  of  March,  with  the  assistance  of  my  friends,  Dr.  John  W.  Morris 
and  George  Meredith.  Squibbs's  chloroform  was  used.  The  anesthetic  was 
well  borne.  I  made  a  vertical  incision  over  the  gall-bladder,  passing  through 
fully  three  and  a  half  inches  of  fat  in  the  lax  abdominal  walls.  The  gall- 
bladder was  found  immediately  beneath  the  upper  extremity  of  the  incision. 
It  was  contracted  and  contained  several  stones.  Protecting  the  abdomen 
with  sponges,  I  first  removed  a  drachm  of  bile  by  aspiration,  and  then 
opened  the  fundus  between  two  forceps  and  removed  with  Tait's  scoop  five 
stones  the  size  of  small  buckshot.    Another  stone,  the  size  of  a  filbert,  was 
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felt  in  the  common  duct  near  the  junction  of  the  cystic  duct,  and  I  found 
myself  confronted  with  its  removal  by  excision,  crushing,  or  needling.  Con- 
sidering the  sloppy  belly  and  the  great  depth  of  the  stone,  it  seemed  to  me 
that  excision,  with  subsequent  suture  of  the  duct,  was  far  riskier  than  to 
crush  the  stone  after  Tait's  method  by  forceps  applied  to  the  walls  of  the 
duct.  Accordingly,  after  failing  to  break  it  up  with  Tait's  forceps,  introduced 
through  the  gall-bladder  and  cystic  duct,  I  grasped  the  duct  and  stone  with 
a  Keith's  hysterectomy  forceps,  and  speedily  succeeded  with  but  moderate 
pressure  in  comminuting  the  stone.  Examination  disclosed  no  injury  to  the 
duct,  and  the  belly  being  clean,  after  washing  out  the  gall-bladder,  I  stitched 
it  to  the  abdominal  walls  with  interrupted  silk  sutures,  introduced  a  rubber 
drainage-tube  into  the  gall-bladder  and  closed  the  abdominal  incision  with 
silkworm-gut.  The  wound  was  dressed  with  absorbent  cotton,  the  tube 
shielded  with  rubber  dam,  and  over  all  a  four-tailed  flannel  bandage  was 
placed.  The  patient  bore  the  operation  well,  but  two  hours  later  had  a 
terrific  paroxysm  of  colic,  due  to  the  passage  of  the  fragments  of  stone.  For 
this  I  was  obliged,  very  much  to  my  regret,  to  give  several  large  hypoder- 
matics of  morphine  and  atropine.  The  pain  was  relieved,  but  obstinate 
vomiting  came  on  the  next  day,  and  I  gave  repeated  doses  of  calomel.  No 
food  was  given  by  the  mouth.  As  the  vomiting  continued  Monday,  the 
second  day  after  the  operation,  I  gave  several  doses  of  salts,  which  operated 
and  completely  changed  things  for  the  better.  Bile  was  found  in  the  pas- 
sages, but  only  a  small  amount  in  the  dressings  each  day  for  three  da3's,  and 
then  the  amount  reached  its  maximum,  not  to  exceed  four  ounces  a  day  for 
five  days.  From  this  time  it  rapidly  diminished  to  a  mere  trace  after  the 
eighth  day.  The  appetite  returned  with  the  entire  absence  of  the  previously 
constant  pain,  and  the  patient  ate  and  enjoyed  chops,  steak,  and  other  sub- 
stantial things  which  for  months  she  had  been  unable  to  eat.  In  short,  her 
condition  was  excellent,  and  she  expressed  herself  as  delighted  with  the 
operation.  The  tube  was  removed  the  sixth  day.  The  temperature,  which 
before  the  operation  had  been  two  or  more  degrees  above  normal,  never  ex- 
exceeded  101°  save  once,  and  became  normal  at  the  end  of  a  week.  The 
abdominal  stitches  were  removed  the  seventh  day,  and  the  patient  sat  up  a 
little  the  eighth  clay.  Each  day  she  was  gaining,  and  on  the  thirteenth  day 
was  to  have  gotten  out  of  bed,  but  in  the  morning  she  complained  of  feeling 
pain  all  over  her,  and  a  very  trying  cough.  She  showed  a  temperature  of 
101.5°,  the  pulse  was  120.  The  condition  of  the  wound  was  excellent,  there 
being  perfect  union  save  at  the  drainage-tube  opening.  The  cough  so  increased 
in  violence  that  I  feared  the  wound  would  tear  open  and  the  gall-bladder  be 
torn  free.  The  appetite  continued  good,  bowels  moved  regularly,  and  had 
it  not  been  for  the  violent  cough  and  bronchitis,  the  patient  would  have  con- 
sidered herself  well.  At  this  time  the  "grippe  "  had  become  epidemic,  and 
it  was  evident  that  the  patient  had  contracted  the  disease.  Although  the 
cough  so  improved  that  I  felt  very  much  encouraged,  yet  in  the  after- 
noon of  the  twenty-first  day  I  was  called  to  her  to  find  her  with  an  attack  of 
edema  of  the  lungs,  and  she  died  in  spite  of  all  treatment.    The  autopsy 
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was  made  by  Drs.  Grordinier  and  J.  W.  Morris,  Drs.  Martin,  Meredith, 
Hutchison,  Cippei'ly,  and  myself  being  present. 

The  autopsy  showed  perfect  union  of  the  abdominal  walls,  save  at  the 
drainage  opening,  the  adhesion  of  the  gall-bladder  intact ;  the  ducts  were 
patent,  and  there  was  not  the  slightest  evidence  of  peritonitis,  suppuration, 
or  ecchymosis  in  or  about  any  abdominal  organ.  The  heart  was  normal, 
but  both  lungs  were  extremely  edematous,  the  bronchi  and  bronchioles  of  a 
very  deep  red  and  swollen,  while  at  both  apices  were  small  patches  of 
catarrhal  pneumonia.  I  knew  we  were  threatened  with  an  epidemic  of 
influenza,  but  I  dared  not  defer  the  operation,  and  I  hoped  to  keep  all 
sources  of  infection  at  a  distance. 

Now,  as  to  the  method  of  treating  these  stones  in  the  com- 
mon duct,  I  think  the  condition  of  the  ducts  found  at  the 
autopsy  justified  my  choice  of  Tait's  procedure  of  crushing. 
While  excision  and  subsequent  suture  of  the  duct  seems  the 
more  rational  procedure,  yet  in  large,  fat,  and  flabby  bellies  the 
duct  is  of  so  great  a  depth,  that  the  risk  of  incomplete  suture 
seems  to  be  as  great  as  that  of  injury  to  ducts  from  external 
pressure,  especially  as  the  pressure  necessary  to  comminute  an 
average  gall-stone  is  not  very  great.  They  can,  in  some  cases, 
be  crushed  in  the  ducts  by  the  fingers  used  as  pincers,  as 
Kocher  Bern  has  successfully  done.  Yet,  as  a  rule,  it  is  diffi- 
cult to  fix  the  stone  sufficiently  with  the  fingers  alone  and  with 
them  to  apply  the  necessary  force,  owing  to  the  incomplete 
fixation.  In  my  case  I  could  pass  a  Tait  alligator  forceps 
through  the  gall-bladder  and  cystic  duct,  and  endeavored  to 
nibble  away  portions  of  the  stone,  but  I  did  not  make  satis- 
factory headway.  Had  the  forceps  had  a  rongeur  beak,  per- 
haps I  might  have  nibbled  the  stone  away.  Still,  as  a  rule,  the 
cystic  duct  will  not  admit  of  the  ready  passage  of  so  large  an 
instrument.  In  very  spare  or  emaciated  subjects  I  can  readily 
believe  excision  and  suture  of  the  duct  may  be  a  method  of 
election,  but  that  it  has  any  advantage  over  crushing  in  fat 
bellies  and  deeply  situated  ducts,  I  do  not  believe.  The  diffi- 
culties in  the  way  of  an  exact  suture  seem  to  me  greater  than 
the  risk  of  injuring  the  soft  parts  by  crushing.  As  to  need- 
ling, it  cannot  compete  with  either  crushing  or  excision,  and 
perhaps  would  be  best  limited  to  stones  so  large  that  they  can- 
not be  readily  grasped  by  the  forceps,  either  in  the  gall-bladder 
or  cystic  duct.    If  by  our  attempts  to  crush  a  stone  in  the 
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cystic  or  common  ducts  we  have  reason  to  think  we  have 
injured  the  ducts,  we  can  introduce  a  drainage-tube  to  the  sus- 
pected point,  either  with  or  without  gauze  tampons.  In  one 
case  Mr.  Tait  so  injured  the  duct  that  the  water  used  to  irri- 
gate the  gall-bladder  came  out  of  the  duct  at  the  bottom  of 
the  cavity ;  he  introduced  drainage-tubes  both  into  the  gall- 
bladder and  down  to  the  injured  duct,  and  a  perfectly  undis- 
turbed recovery  eusued. 

The  experience  of  Shephard,  of  Montreal,  is  even  more 
striking,  for  in  his  case,  being  unable  to  attach  the  gall- 
bladder and  matted  tissues  to  the  abdominal  wall,  he  intro- 
duced a  drainage-tube  into  the  bile-containing  cavity,  and  a 
rapid  recovery  followed.  In  case  of  excision,  unless  the  con- 
ditions were  very  favorable  for  an  exact  suture,  I  would  intro- 
duce a  drainage-tube  down  to  the  duct  and  endeavor  to  shut 
off  the  abdominal  cavity  by  gauze  packing.  There  is  one 
class  of  stones  to  which  neither  of  these  two  methods  may 
be  the  best  applicable,  and  they  are  the  cases  of  large  stones 
either  projecting  into  the  duodenum  or  lying  in  the  common 
duct  immediately  above  it.  In  these  cases  we  may  attack 
the  stone  from  within  the  duodenum,  nibbling  it  away  with 
forceps  if  it  projects  into  the  gut,  or  by  incising  the  duodenal 
part  of  the  duct  extract  the  uubroken  stone.  This  last  was 
successfully  done  by  McBurney  this  year,  in  a  case  in  which  I 
had  a  year  before  urged  an  operation  after  a  prominent  clini- 
cal teacher  had,  by  a  diagnosis  of  malignant  disease,  discour- 
aged all  operative  interference  as  unjustifiable.  After  a  year's 
uncertainties  Dr.  McBurney  was  consulted,  and  the  next  day 
operated.  He  found  no  gall-bladder,  but  a  large  mass  over 
the  duodenum  in  the  common  duct.  B}T  a  free  incision  in 
the  duodenum,  and  incising  the  orifice  of  the  common  duct, 
he  delivered  a  gall-stone  the  size  of  a  pigeon's  egg ;  the  intes- 
tinal wound  was  sutured  and  a  prompt  recovery  followed. 


REPORT  OF  CASES  OF  CHOLECYSTOTOMY,  WITH 
SPECIAL  REFERENCE  TO  THE  TREATMENT 
OF  CALCULUS  LODGING  IN  THE 
COMMON  DUCT. 


By  A.  VANDER  VEER,  M.D., 


In  presenting  this  paper  as  a  contribution  on  the  surgery  of 
the  gall-ducts,  I  shall  refer  somewhat  to  the  surgery  of  the 
gall-bladder,  yet  my  chief  desire  is  to  get  from  you  a  dis- 
cussion and  your  views  regarding  a  line  of  treatment  in 
cases  where  we  find  a  contracted  and  perhaps  almost  oblit- 
erated gall-bladder,  or  where  the  common  cystic  or  hepatic 
ducts  are  entirely  closed  by  lodgment  of  a  calculus,  or  stenosis 
from  other  causes.  I  take  it  that  most  abdominal  surgeons 
are  ready  to  treat,  and  feel  that  they  are  doing  quite  full  jus- 
tice in  treating,  a  case  like  the  following  according  to  the 
methods  now  employed : 

Case  I. — Mrs.  S.  St.  aged  forty,  married,  native  of  United  States, 
and  by  occupation  a  housewife.  Family  history  good;  patient  had  had  all 
diseases  of  childhood  ;  first  menstruation  at  fourteen  ;  always  regular;  mar- 
ried twenty-two  years ;  mother  of  eleven  children ;  youngest  twenty-two 
months  old.  First  began  to  feel  ill  about  two  years  ago.  July  12,  1890, 
patient  had  a  severe  pain  over  region  of  gall-bladder,  and  simultaneously  a 
bunch  appeared  in  right  side.  Pain  lasted  about  four  weeks,  when  she  began 
to  improve,  but  has  had  repeated  attacks  at  intervals  since.  Has  had  sensa- 
tion of  weight  in  right  side  since  first  attack.  Appetite  poor  ;  continuously 
jaundiced  since  about  four  months  ago,  which  would  fade  and  recur  with 
attacks  of  colic.  In  March,  1891,  began  itching,  which  was  limited  to  chest. 
This  disappeared  for  a  week,  then  reappeared  on  arms,  lasting  again  for  a 
week,  and  reappeared  again  in  May  last,  this  time  being  general  over  every 
part  of  body  and  did  not  abate. 

Physical  examination :  Fluctuating  tumor  in  the  region  of  the  gall- 
bladder, tender  on  pressure ;   pregnancy  advanced  three  mouths ;  skin 
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intensely  yellow.  In  view  of  her  constant  emaciation,  the  itching  yielding 
to  no  treatment,  notwithstanding  her  pregnancy  I  advised  an  immediate 
operation.  She  was  accordingly  admitted  to  the  Albany  Hospital  June  18, 
1891,  was  placed  in  a  private  room,  and  given  the  usual  preparatory  treatment 
for  abdominal  section. 

Operation,  June  20th.  Vertical  incision  over  gall-bladder,  which  was 
stitched  to  abdominal  parietes  and  opened.  Gall-stones,  sixty-four  in  num- 
ber, removed,  varying  in  size  from  a  hickory-nut  to  a  small  pea,  and  which  I 
here  exhibit.  Silver  probe  was  passed  through  the  common  duct  into  the 
duodenum.  Before  stitching  the  gall-bladder  in  the  incision,  I  examined 
duct  carefully  and  could  not  detect  any  calculus  there.  Drainage-tube  (glass), 
introduced  and  packed  with  iodoform  gauze.  Abdominal  wound  closed  by 
silkworm-gut  sutures.  Bowels  moved  the  third  day,  normal  in  color,  while 
before  they  had  been  of  a  whitish  appearance.  I  would  say  here,  that  a  few 
days  after  the  operation,  and  when  the  stomach  seemed  to  call  for  it,  she  was 
given  the  best  of  nourishment.  Her  weakness,  which  was  quite  marked, 
demanded  it,  and  her  good  digestion  greatly  aided  her  recovery. 

Recovery  uneventful  and  uninterrupted.  Discharged  July  11,  1891,  with 
sinus  nearly  closed,  feeling  stronger  and  looking  better  than  she  had  for 
many  months.  July  25,  1891,  she  called  at  my  office,  saying  the  sinus  had 
closed  a  few  days  after  leaving  the  hospital,  that  it  had  remained  so  for  a 
week,  during  which  time  she  did  not  feel  so  well,  that  it  then  began  to  dis- 
charge a  whitish  secretion,  and  that  she  had  felt  better  since.  In  every 
other  respect  she  was  very  much  better. 

August  14th  she  came  to  my  office,  complaining  that  the  wound  had 
remained  closed  for  a  week,  and  that  she  did  not  feel  nearly  as  well  in  conse- 
quence. Dr.  Macdonald,  my  assistant,  opened  up  the  wound  freely,  intro- 
duced his  fingers  into  the  cavity,  and  not  detecting  any  foreign  substance  or 
hardness  placed  in  a  rubber  drainage-tube  for  more  permanent  drainage. 
This  relieved  her  very  much,  but  about  September  1st  she  became  suddenly 
jaundiced,  which  was  quite  marked  on  September  6th,  when  I  saw  her,  and 
although  not  suffering  any  acute  pain,  yet  she  has  a  loss  of  appetite  and 
feels  some  of  her  old  symptoms  of  itching,  general  weakness,  etc.  No 
marked  tenderness  in  the  region  of  the  gall-duct.  The  cavity  of  the  gall- 
bladder seemed  shrunken  and  the  tube  forced  out  occasionally,  but  drainage 
has  kept  up  fairly  well.  She  was  given  a  tonic  of  bicarbonate  of  soda, 
taraxacum,  and  elixir  of  cinchona,  with  directions  to  return  again  in  a  week 
or  two  for  examination. 

Undoubtedly  this  woman  suffered  from  gall-stone  colic;  that 
she  got  her  jaundice  from  obstruction  of  the  duct  in  conse- 
quence of  a  stone  too  large  to  pass  is  obvious,  all  of  which 
was  relieved  by  the  operation,  but  there  is  left,  as  a  result  of 
previous  inflammation,  a  stenosis  of  the  duct. 

The  operation  in  such  a  case  is  not  a  difficult  one,  and 
beyond  a  doubt  the  results  are  favorable,  but  is  it  not  true  that 
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this  very  method  of  operating  has  deterred  us  in  some  instances 
from  pushing  ahead  and  relieving  cases  where  practically  no 
gall-bladder  is  to  be  found  ?  In  other  words,  have  we  not, 
from  fear  of  peritonitis  resulting,  and  other  conditions,  been 
too  conservative  in  attacking  our  more  complicated  cases  of 
gall-duct  obstruction,  such  as  where  we  have  stenosis,  severe 
adhesions  and  apparently  no  gall-bladder  present?  The  intent 
of  this  paper  is  to  deal  only  with  those  cases  where  there  is  an 
obstruction  of  the  ductus  communis  choledochus,  of  the  cystic, 
or  of  the  hepatic  ducts  from  any  cause  whatever.  The  surgery 
of  the  biliary  bladder  and  ducts,  where  the  conditions  calling 
for  relief  lie  within  the  gall-bladder  or  cystic  duct  is,  as  I  have 
said,  reasonably  well  established.  Cholecystotomy,  with  suture 
of  bladder-walls  to  parietal  wound,  when  the  viscus  is  fairly 
well  developed,  is  not  a  serious  operation.  Primary  and  sec- 
ondary opening  of  the  gall-bladder  I  mention  here  to  empha- 
size the  fact  that  I  believe  the  latter  is  always  to  be  condemned 
for  the  following  reasons  : 

First :  It  is  necessary  always,  before  the  closure  of  the  ab- 
dominal wound,  that  the  gall-bladder  be  opened  and  emptied, 
as  it  is  often  impossible  until  then  to  recognize  conditions 
which  will  require  manipulations  not  only  within  the  gall- 
bladder but  also  within  the  abdomen. 

Second :  Prolonged  obstruction  in  the  intestinal  portion  of 
the  common  duct  may  lead  to  dilatations  of  it,  together  with  that 
of  the  gall-bladder,  and  the  destruction  of  anatomical  outlines. 
Ideal  cholecystotomy,  which  I  have  had  in  mind  in  leading 
you  on  thus  far,  has  doubtless  a  circumscribed  field  of  applica- 
tion, and  is  confined  to  cases  where  the  calculi  can  be  com- 
pletely removed,  and  the  walls  of  the  gall-bladder  and  common 
duct  are  in  a  relatively  healthy  condition,  but  it  is  the  opera- 
tion. Biliary  calculi  lying  in  the  common  duct,  in  the  hepatic, 
or  at  the  mouth  of  the  cystic  duct,  stricture  of  the  ducts  from 
local  ulceration  (exceedingly  rare),  or  occlusion  of  them  from 
external  causes,  as  cancer  of  the  pylorus  or  pancreas,  from  cal- 
culus of  the  pancreas  lying  in  the  last  portion  of  the  pancreatic 
duct,  all  require  treatment  for  relief  beyond  either  cholecyst- 
otomy or  cholecystectomy,  according  to  Langenbeck.  Let  me 
illustrate  a  little  further  : 
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Case  II. — Mr.  J.  W.,  aged  fifty-one,  English,  married,  and  by  occupation 
a  plumber.  Habits  good,  never  seriously  ill.  Two  years  ago  was  attacked 
with  a  severe  pain  in  right  side,  under  free  border  of  ribs,  and  extending 
over  region  of  stomach.  At  times  much  jaundiced.  Pain  occasionally  very 
severe;  treated  by  many  physicians  and  a  variety  of  diagnoses  given  him. 
I  first  saw  him  in  the  beginning  of  December,  1890.  He  was  greatly  emaci- 
ated and  felt  very  much  exhausted  constantly.  Little  appetite  ;  no  thirst ; 
bowels  somewhat  constipated,  and  stools  for  the  past  year  have  been  con- 
stantly light  in  color.  Urine  scanty,  very  dark,  and  on  examination  contains 
bile,  but  no  sugar.  Is  very  much  troubled  all  over  his  body  with  an  intense 
itching  and  slight  ccchymotic  spots.  Cannot  sleep  and  is  much  depressed, 
although  hopeful  that  an  operation  of  some  kind  or  some  form  of  treatment 
can  be  suggested  for  his  relief.  On  direct  examination  no  tumor  can  be 
made  out.  Liver  contracted.  Notwithstanding  his  feeble  condition  I  ad- 
vised him  to  submit  to  abdominal  exploration. 

Diagnosis:  Gall-stone  impacted  in  common  duct.  He  desired  a  line  of 
treatment  first,  and  that  he  might  consult  his  family  and  arrange  his  business. 
Accordingly,  I  placed  him  upon  the  most  potent  tonics.  January  I2th,  1891, 
he  was  admitted  to  the  Albany  Hospital,  improved  in  spirits  and  ready  for  the 
operation.  He  was  greatly  jaundiced  and  very  anemic.  Usual  preparatory 
treatment  was  given  him. 

Operation,  11  A.  M.  January  15th.  Usual  incision  for  cholecystotomy. 
Gall-bladder  was  found  completely  contracted,  surrounded  by  adhesions  and 
held  under  the  lower  border  of  the  liver.  In  the  common  duct,  in  finding 
which  I  was  somewhat  embarrassed,  I  found  lodged  a  long,  large  calculus, 
which  I  here  exhibit,  and  which  measures  in  length  nearly  two  inches  and 
in  circumference  almost  an  inch.  I  found  that  it  was  impossible  to  dislodge 
it  forward,  or  pass  it  into  the  duodenum  ;  that  to  crush  it  by  external  force 
would  probably  destroy  the  duct.  I  could  not  make  use  of  needles  to 
break  it  up.  Therefore,  I  was  obliged  to  make  an  incision  through  the  duct 
its  entire  length  over  the  stone,  and  in  this  manner  remove  it.  I  had  placed 
previously  in  the  wound  a  flat  sponge,  and  as  the  duct  was  opened  there 
escaped  upon  the  sponge  a  glairy,  bile-stained  secretion — a  teaspoonful  or 
more.  The  duct  was  emptied  out,  and,  as  was  believed,  a  probe  passed 
down  into  the  duodenum.  I  now  made  an  attempt  to  suture  the  incision  in 
the  common  duct,  but  in  consequence  of  the  depth  of  the  wound  and  the 
unyielding  condition  of  the  parts  due  to  adhesions,  I  found  it  to  be  the  most 
difficult  operation  possible.  Sutures  were  introduced  somewhat  after  the 
mauner  described  later. 

The  operation  was  a  long  one,  and  I  was  somewhat  uncertain  as  to  the 
thoroughness  of  the  closure.  Strips  of  iodoform  gauze  were  passed  down  to 
the  bottom  of  the  wound  and  external  incision  partially  closed.  Patient 
rallied  very  well  from  shock.  In  the  evening  it  was  evident  there  was 
some  escape  of  bile,  as  shown  by  the  tampon  of  iodoform,  and  the  latter 
was  changed.  On  the  morning  of  the  16th  the  iodoform  was  renewed, 
and  then  but  once  after  that,  as  the  gauze  continued  dry,  and  the  parts 
in  excellent,  healthy  condition.    The  patient  now  seemed  very  hopeful, 
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was  hungry,  and  anxious  for  food.  Milk  given  him  quite  freely ;  stomach 
in  excellent  condition.  Itching  gone;  no  anodynes  required.  Had  slept 
well  during  the  night;  bowels  moved  slightly  by  aid  of  enema,  and  then 
after  that  two  or  three  times  daily;  passages  at  first  well  formed,  later 
almost  fluid,  very  yellow  and  offensive.  Urine  improved  in  color  at  once, 
although  scanty.  He  suffered  considerably  from  flatulence,  although  there 
was  no  'distention  whatever.  No  pain  on  pressure  over  any  part  of  the 
abdomen.  He  slept  a  good  deal  of  the  time,  and  though  he  took  plenty  of 
food  by  the  stomach,  yet  owing  to  his  great  weakuess  an  attempt  was  made 
to  feed  him  twice  daily  per  rectum.  This,  however,  was  not  very  successful. 
The  flatulence  was  relieved  by  small  doses  of  carbolic  acid.  No  vomiting  at 
any  time.  All  seemed  to  be  progressing  well.  Saw  him  at  9  P.M.  the  19th, 
his  pulse  was  very  good,  and  I  felt  much  encouraged.  After  midnight  he 
presented  symptoms  of  heart  failure;  stimulants,  digitalis,  etc.,  used,  but 
he  died  somewhat  suddenly  6  A.M.  January  20th.  No  autopsy  granted, 
much  to  my  regret. 

Case  III.  — Mrs.  H.  H.,  aged  forty-eight,  married,  English,  housewife  by 
occupation,  and  mother  of  several  children.  For  the  past  two  years  has 
suffered  a  good  deal  from  repeated  attacks  of  biliary  colic,  and  been  told  her 
true  condition  by  several  physicians  who  have  treated  her  during  the  past 
eighteen  mouths.  She  has  evidently  undergone  a  clear  line  of  medical  treat- 
ment, but  without  much  benefit.  Two  years  ago  she  was  treated  for  an  acute 
attack  of  albuminuria,  from  which  she  made  a  good  recovery,  but  since  then 
has  developed  her  jaundice.  Itching,  emaciation,  pain,  and  all  the  symptoms 
of  obstruction  of  the  gall-ducts.  Is  a  lovely  woman  in  disposition,  and  anxious 
for  an  operation  or  any  line  of  treatment  that  will  afford  relief.  Says  she  can- 
not live  on  in  her  present  suffering.  Her  case  in  many  of  the  symptoms  is 
precisely  like  Case  II.  She  was  admitted  to  the  Albany  Hospital,  April 
20,  1891,  for  treatment  and  operation.  I  desire  to  say  here  that  all  three  of 
these  cases  had,  at  my  suggestion,  first  tried  large  doses  of  olive  oil,  but 
without  benefit.  After  proper  preparatory  treatment,  moving  of  bowels, 
etc.,  and  following  use  of  oil  with  iron  and  quinine,  as  well  as  giving  bicar- 
bonate or  phosphate  of  soda  and  the  acid  treatments  a  trial,  but  without 
effect  except  to  improve  her  strength  somewhat,  the  operation  was  done 
May  22d.  In  reviewing  the  history  with  the  patient  a  little  while  before 
the  operation,  I  learned  that  about  a  year  previously  she  had  suffered  from  a 
well-marked  attack  of  localized  peritonitis  on  the  right  side. 

The  usual  vertical  incision  was  made  and  longer  than  I  have  generally 
employed.  The  gall-bladder,  after  much  searching  and  the  breaking  up  of 
many  firm  adhesions,  was  found  underneath  the  border  of  the  liver  and 
entirely  collapsed.  I  could  not  make  a  successful  exposure  of  the  ductus 
communis  owing  to  the  many  adhesions.  I  made  a  crucial  incision  of  the 
external  wound,  used  retractors,  and  by  the  aid  of  flat  sponges  pressed  back 
the  viscera,  giving  a  little  better  view  of  the  surgical  laudmarks,  but  the 
best  efforts  gave  me  only  the  result  of  feeling  what  I  believed  to  be  a  good- 
sized  gall-stone  lodged  in  the  intestinal  end  of  the  common  duct.  I  made 
firm  pressure  on  it  with  my  thumb  and  finger,  and  though  somewhat  uncer- 
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tain,  yet  thought  I  moved  it  into  the  duodenum,  and  that  it  was  partially 
crushed  under  my  manipulations.  Other  organs  in  the  neighborhood  seemed 
normal,  so  far  as  adhesions  would  allow  of  an  examination.  Wound  was 
closed  by  interrupted  silkworm-gut,  no  drainage.  After  the  operation  and 
for  three  days  the  patient  vomited  quite  freely,  at  times  a  decidedly  greenish 
bilious-looking  substance.  How  much  this  had  to  do  with  the  further  dis- 
lodgment  of  the  stone  I  am  not  prepared  to  state.  Patient  otherwise  made 
an  uninterrupted  recovery  and  left  the  hospital  June  7th.  Itching  was 
relieved  within  a  few  days ;  stools  became  normal,  something  she  had  not 
noticed  in  over  a  year ;  urine  light  in  color  and  appetite  more  than  good. 
She  has  gained  also  in  weight. 

This  case  has  given  me  much  thought.  From  the  improve- 
ment that  followed  we  must  have  dislodged  the  stone,  but 
had  I  not  accomplished  this,  what  could  have  been  done?  I 
do  not  think  the  case  could  have  been  treated  by  incision,  that 
is  in  the  space  allowed  :  suturing  could  not  have  been  carried 
out.  Then,  again,  incising  the  uncovered  duct  would  have 
been  somewhat  dangerous,  owing  to  the  close  proximity  of 
large  vessels  that  could  be  observed.  A  fistulous  tract  might 
have  been  established.  Suturing  the  nearest  portion  of  the 
small  intestine  to  the  cystic  end  of  the  common  duct  might 
have  been  a  success,  and  which  I  would  favor  in  another  simi- 
lar case. 

The  last  two  cases  illustrate  what  I  wish  to  bring  out:  the 
difficulties  of  treatment  in  cases  with  collapsed  gall-bladder 
and  strong,  firm  adhesions.  As  in  all  abdominal  work,  expe- 
rience here  is  of  value.  It  is  very  necessary  the  bowels  be 
put  in  as  placid  a  condition  as  possible,  and  that  we  do  not 
hesitate  to  make  a  free  external  incision,  crucial  if  required, 
to  aid  in  separating  adhesions.  Work  cautiously,  but  fear- 
lessly. In  view  of  the  many  cases  of  gall-stone  obstruction 
that  are  known  to  die  either  from  acute  or  chronic  conditions 
without  operation,  we  should  at  present  bring  our  skill  to  bear 
in  making  the  operation,  when  it  is  performed,  as  successful 
as  possible  in  one  way  or  another.  Let  me  state  here  that  I 
believe  it  is  possible  to  loosen  freely  adhesions  that  have 
formed  in  the  region  of  the  gall-bladder,  and  that  in  all  cases 
of  severe  traumatisms,  of  whatever  nature,  we  should  nut 
hesitate  to  make  free  use  of  the  tamponade  of  iodoform  gauze 
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as  drainage,  or  employ  the  method  that  has  been  so  clearly 
recommended  by  one  of  our  Fellows,  Dr.  Morris. 

In  relation  to  suturing  the  incisions  made  into  the  gall-duct, 
one  of  the  best  papers  on  the  subject  is  that  of  Dr.  Henry  O. 
Marcy,  in  his  pamphlet,  entitled  Relief  for  Biliary  Obstruction, 
where  the  steps  for  the  operation  are  very  clearly  defined. 

I  offer  the  following  notes  and  abstracts  as  bearing  upon 
this  paper,  and  for  the  relief  of  these  conditions  : 

1.  Dislocation  of  the  calculus  en  masse  either  into  the  duo- 
denum or  into  the  gall-bladder. 

2.  Cholelithotrity,  either  by  crushing  through  the  walls  of 
the  duct  with  padded  forceps  or  fingers,  or  from  within  the 
gall-bladder  by  means  of  the  needle  or  fine  probe,  followed  by 
removal  by  way  of  the  gall-bladder  or  intestinal  canal. 

3.  Breaking  of  the  calculi  by  the  introduction  of  strong 
needles  through  the  walls  of  the  ducts  and  subsequent  dis- 
lodgment  of  them. 

4.  Cholecystenterostomy,  according  to  v.  Winiwarter,  or 
modifications  of  it,  such  as  have  been  suggested  by  Gaston,  of 
Atlanta,  in  his  elaborate  experiments  upon  dogs. 

5.  Incision  of  the  gall-ducts  and  removal  of  the  calculi,  with 
subsequent  suture  of  the  incision  in  the  duct. 

The  application  of  all  these  methods,  for  the  treatment  of 
the  conditions  which  we  have  under  consideration,  involves  the 
controversion  of  some  notions  in  surgery  which,  to  my  mind,  are 
altogether  fallacious.  The  first,  that  sutures  can  never  be  applied 
to  the  gall-bladder  and  ducts  with  safety.  The  first  cholecystot- 
omy  was  followed  by  suture  and  recovery,  as  well  as  many  sub- 
sequent ones,  notably  a  series  of  thirteen  by  Heusner,  elsewhere 
referred  to  in  this  paper.  The  second  notion  is  that  the  healthy 
biliary  secretion  always,  when  free  in  the  abdominal  cavity, 
causes  peritonitis.  This  is  equally  fallacious.  The  experience 
of  Schuppel,Bostroum,  the  cases  of  Paraisse,  Sabatier,  Thiersch, 
Heusner,  Landerer,  and  myself  are  a  few  of  the  many  demon- 
strations to  the  contrary  of  this  dogma.  The  peritonitis  and 
fatal  results,  of  wounds  and  ruptures  of  the  gall-bladder  are 
not  caused  by  the  extravasation  of  pure  bile,  but  from  accom- 
panying injuries,  as  rupture  of  the  liver,  or  intestinal  canal, 
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and  hemorrhage,  or  from  an  empyemia  of  the  gall-hladder  and 
the  presence  of  attendant  microorganisms. 

In  order  to  proceed  to  a  more  satisfactory  position  in  the 
surgery  of  the  gall-ducts  we  must  put  these  notions  behind 
us,  as  we  have  many  of  the  ideas  concerning  the  technique 
and  management  of  abdominal  section.  These  notions  must 
be  placed  in  experience  along  with  flushing  the  abdominal 
cavity  with  solutions  of  hichloride  of  mercury  and  carbolic 
acid,  treating  peritonitis  by  opium  narcosis  and  the  extra- 
peritoneal treatment  of  the  pedicle  in  ovariotomy,  as  well  as 
that  other  obscure  and  unthinkable  dogma,  "When  in  doubt, 
drain!" 

I  believe  in  a  wholesome  fear  of  the  peritoneum  and  of  the 
throwing  ahout  our  patients  every  safeguard  possible.  I  should 
not  like  to  complete  an  operation,  knowing  that  bile  might 
flow  over  the  intestines  in  the  vicinity  of  the  wuund,  but  I 
believe  that  such  wounds  with  proper  drainage  with  glass 
tubes  and  iodoform  gauze  tamponade  can  be  made  compara- 
tively safe  for  the  patient — at  least  much  safer  than  the  condi- 
tion for  which  the  operation  was  undertaken. 

Those  cases  which  present  the  least  difficulties  are  the  ones 
in  which  the  calculi  can  be  removed  en  masse  by  pushing  them 
either  into  the  gall-bladder  after  cholecystotomy  (preferable), 
or  into  the  duodenum.  Calculi  should  not  be  of  large  size  if 
introduced  into  the  duodenum,  on  account  of  their  producing 
intestinal  obstruction  later.  Fracture  or  incision  and  removal 
from  the  intestine  can  be  employed.  Sprengel  ( Verhandbwg 
der  Deutschen  Geselhchaft  fur  Chirurgie,  1891)  shoved  a  large 
calculus  iuto  a  diverticulum  of  the  dilated  duct,  supposing  it 
to  be  the  duodenum,  without  relieving  his  patient.  The  danger 
of  tearing  the  duct  across  its  diameter,  as  has  already  occurred, 
must  also  be  kept  in  mind,  and  will  necessarily  circumscribe  its 
employment.  The  second  procedure,  together  with  the  third, 
may  be  employed  in  suitable  cases,  but  the  question  will  always 
arise  between  them  and  the  employment  of  the  fifth  procedure ; 
that  is,  incision  aud  removal. 

The  fourth  method  of  treatment,  by  establishing  a  new  com- 
munication between  the  biliary  ducts  and  the  intestine,  must 
have  always  a  certain  utility,  especially  where  it  is  found  that 
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the  seat  of  obstruction  (the  common  duct)  is  bound  down  by 
adhesions,  and  cannot  be  made  accessible,  or  perhaps  not  found 
at  all — the  experience  of  many  operators.  Then,  if  a  commu- 
nication is  sure  between  gall-bladder  and  the  liver,  a  chole- 
cystenterostomy  can  be  performed.  Here  a  modification  of 
Senn's  decalcified  bone-plates,  or  the  segmented  rubber  rings, 
can  be  employed,  and  an  anastomosis  made.  By  this  method 
I  believe  the  operation  will  be  greatly  hastened. 

To  one  doing  abdominal  work,  and  especially  about  to  oper- 
ate upon  the  gall-bladder  or  ducts,  I  would  advise  a  careful 
perusal  of  the  experiments  made  by  Dr.  J.  McF.  Gaston,  of 
Atlanta,  Ga.,  in  a  paper  entitled,  "  Experimental  Cholecyst- 
otomy."    (Atlanta  Med.  and  Surg.  Journ.,  1884.) 

In  France  the  operation  bearing  the  name  of  v.  Winiwarter 
has  recently  received  much  attention,  and  very  flattering 
results  have  been  reported.  In  pursuing  the  study  of  this 
operation  it  was  of  great  interest  to  find  the  report  of  an 
autopsy  by  Kappeler  (Virchow-Hirsch  Jahresberichte)  of  a 
patient  dying  from  other  causes,  who  had  fifteen  months  pre- 
viously been  operated  upon  according  to  the  operation  of  v. 
"Winiwarter.  The  fistula  established  was  about  eight  feet  from 
the  ileo-cecal  valve,  and  over  its  intestinal  orifice  had  a  valve 
which  only  permitted  the  contents  of  the  gall-bladder  to  pass 
readily  into  the  intestine,  but  prohibited  the  passage  of  intes- 
tinal contents  into  the  gall-bladder.  This  case  is  exceedingly 
interesting,  showing  that  it  is  not  so  absolutely  necessary  to 
use  the  duodenum  or  get  so  very  near  the  opening  of  the 
common  duct. 

Under  the  fifth  division — that  is,  incision  and  suture  of  the 
gall-ducts — we  have,  I  believe,  in  many  cases  a  method  which 
promises  great  success,  where  heretofore  such  cases  have  been 
treated  by  the  establishment  of  a  biliary  fistula,  which  only 
relieved  for  a  short  time.  All  these  patients  eventually  died; 
that  is,  with  biliary  fistula,  apparently  not  getting  entirely 
well. 

It  is  true  that  my  patient,  Case  II.,  died,  but  there  was  no 
peritonitis,  and  before  operation  his  case  was  very  serious, 
being  already  cholemic,  with  those  changes  in  pulse  and  heart 
which  accompany  this  condition.  His  death  may  be  attributed 
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solely,  in  my  mind,  to  exhaustion  consequent  upon  this  condi- 
tion prior  to  the  operation.  So  far  as  I  am  ahle  to  learn, 
incision  of  the  common  duct  has  heen  performed  seldom  in 
this  country.  Marcy  refers  to  it  in  his  last  pamphlet.  Kiister, 
Kiimmel,  Braun,  Rehn,  and  Heusner,  have  reported  each  a 
case,  and  Courvoisier  three  cases. 

The  technique  of  the  operation,  for  incision  of  the  common 
duct,  I  would  refer  to  as  follows : 

The  usual  vertical  incision  from  the  tip  of  the  cartilage  of 
the  tenth  rib  is  made  of  sufficient  length  to  permit  of  free 
examination.  In  some  cases,  for  the  completion  of  the  opera- 
tion, it  may  be  necessary  to  make  a  transverse  incision  through 
the  right  rectus  abdominalis.  An  incision  over  the  stone  in 
the  line  of  the  duct  is  made.  If  any  considerable  fluid  is  be- 
hind it  in  the  duct  it  had  better  first  be  withdrawn  by  an  aspir- 
ator, otherwise  sponges  may  be  placed  so  as  to  protect  the  sur- 
rounding parts,  the  incision  made,  and  the  removal  of  the 
stone  accomplished.  The  introduction  of  the  sutures  requires 
great  care;  a  spear-pointed,  curved  needle,  point  full,  with  a 
round  shaft,  such  as  the  very  finest  used  for  work  on  the  cervix, 
is  most  suitable;  a  good  needle-holder,  of  small  pattern,  and 
aseptic  sutures  of  any  kind,  preferring  the  iron-dyed,  Xo.  6, 
is  all  that  is  required.  The  first  row  of  sutures,  continuous, 
are  introduced  just  within  the  serous  coat  of  the  duct,  and 
brought  just  within  the  mucous  coat,  but  not  involving  it; 
the  second  series  (Lembert)  bringing  the  serous  coat  into 
accurate  apposition. 

The  suturing  completed,  to  avoid  the  extravasation  of  the 
fluids,  if  the  stitches  should  give  way,  a  glass  drainage-tube 
should  be  introduced  (Price's  pattern),  so  that  the  bottom  end 
rests  lightly  over  the  line  of  the  sutures.  The  tube  is  then  to 
be  surrounded  on  all  sides  by  iodoform-gauze  tampon,  the  ends 
of  which  are  left  in  the  abdominal  wound.  Closing  the  latter 
with  silkworm-gut  sutures  ends  the  operation.  One  or  two 
silkworm-gut  sutures  may  be  introduced  and  tied  in  a  loop, 
so  that  after  the  removal  of  the  tamponade,  after  forty-eight 
hours  in  favorable  cases,  they  may  be  tied  and  the  abdominal 
wound  more  completely  closed. 
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DISCUSSION  OF  THE  PAPERS  OF  DRS.  SEYMOUR 
AND  VANDER  VEER. 

Dr.  Henry  O.  Marcy,  of  Boston. — Mr.  President :  I  am  fully 
aware  that  the  membership  of  this  Association  is  noted  for  its  modesty 
(each  waiting  for  the  other  to  discuss  this  important  subject),  and  I 
take  pleasure  in  introducing  my  distinguished  friend,  Dr.  Pilcher, 
whom  I  have  invited  to  come  over  here  with  his  specimens,  and  once 
upon  his  feet  I  know  he  cannot  help  interesting  you.  Dr.  Pilcher  has 
two  valuable  specimens,  and  they  will  be  of  great  interest  to  the 
Association. 

Dr.  L.  S.  Pilcher,  of  Brooklyn. — If  it  was  in  order  in  a  scientific 
discussion  to  animadvert  upon  remarks  which  are  not  strictly  scientific, 
I  would  desire  to  protest  against  the  inference  which  might  be  drawn 
from  the  remarks  that  have  just  been  made  by  my  distinguished 
friend,  Dr.  Marcy  ;  for  in  giving  the  great  virtue  which  he  has  named 
to  the  members  of  this  Association,  he  has  by  indirection  taken  it 
away  from  the  gentleman  whom  he  has  introduced  to  you — a  left- 
handed  compliment,  for  which  I  thank  him,  as  I  have  many  things  to 
thank  Dr.  Marcy  for. 

It  is  three  years  since  I  bad  an  opportunity  of  seeing  a  patient  upon 
whom  but  a  few  days  previous  had  been  performed  one  of  the  remark- 
able operations  by  this  surgeon,  which  I  believe  he  will  describe  to 
you,  and  a  specimen  of  which  he  will  present ;  and  although  it  was  but 
a  few  days  after  the  operation  had  been  performed,  the  patient  was 
practically  well  at  that  time,  when  I  saw  her.  It  would  have  required 
a  close  examination  to  discover  the  wound  which  had  been  made 
through  which  this  example  of  one  of  the  most  marked  advances  in 
abdominal  surgery  had  been  performed.  It  would  be  strange,  then, 
after  having  such  an  introduction  to  the  possibilities  of  the  surgery  of 
the  gall-bladder,  should  an  opportunity  present  itself  to  me  for  ven- 
turing upon  that  field,  if  I  should  not  at  least  have  made  the  attempt. 
I  recognize  the  fact,  as  all  surgeons  do,  that  the  gall-bladder  has 
become  a  fit  subject  for  surgical  interference,  and  that  with  the  rap- 
idly increasing  experience  which  is  being  gained  in  work  upon  that 
organ,  we  shall  soon  have  well-established  indications  for  not  only 
examining  the  organ,  but  also  for  the  different  classes  of  operations 
which  we  shall  be  called  upon  to  do  for  the  relief  of  the  conditions 
which  we  find  present  in  it.  The  ideal  cholecystotomy,  in  which  the 
organ  is  exposed,  is  opened,  is  evacuated,  is  closed,  and  dropped  back 
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into  the  abdominal  cavity,  suggests  itself  as  an  operation  extremely 
desirable  to  be  done  if  the  conditions  are  such  as  make  it  feasible  to 
do  it.  I  am  persuaded,  however,  that  in  the  great  majority  of  cases 
the  safest  course  for  the  good  of  the  patient,  for  the  relief  of  the  con- 
ditions for  which  we  operate,  would  not  be  such  a  procedure.  That 
it  may  be  done,  and  has  been  done,  is  not  to  be  gainsaid;  but,  as  a 
rule,  I  am  inclined  to  think  that  the  conditions  which  will  make  it 
prudent  to  perform  the  ideal  cholecystotomy  will  be  found  to  be  rare. 
The  extirpation  of  the  gall-bladder  has  been  done,  and  will  at  times 
be  found  necessary  if  we  are  to  relieve  the  conditions  which  have 
made  operation  of  any  kind  necessary.  The  difficulties  which  attend 
the  operation  are  great,  and  it  can  only  be  rarely  that  a  surgeon  will 
feel  justified  in  undertaking  its  accomplishment.  The  opening  of  the 
common  duct  and  the  removal  therefrom  of  a  gall-stone  has  been 
described  to  us  this  afternoon.  The  successful  performance  of  the 
operation  has  again  and  again  been  demonstrated  to  us.  The  possi- 
bilities of  relief  which  are  open  by  means  of  that  procedure  I 
believe  to  be  so  marked  that  they  should  always  be  present  in  the 
mind  of  the  surgeon,  for  it  will  not  be  found  uncommon,  I  am  per- 
suaded, that  the  impaction  of  a  calculus  of  large  size  in  the  duct, 
which  resists  attempts  to  bring  it  up  or  push  it  on,  or  snare  it  and 
withdraw  it,  will  make  its  evacuation  through  the  duct  necessary  if 
relief  is  to  be  accomplished  for  our  patient.  Yet  another  method  of 
operation  in  cases  of  impacted  gall-stone  has  been  performed  and  de- 
scribed. I  do  not  know  whether  Dr.  Vander  Veer  has  reported  Dr. 
McBurney's  operation  in  the  part  of  his  paper  which  preceded  my 
entrance  into  the  room  or  not,  in  which  the  gall-stone  was  impacted 
in  that  portion  of  the  duct  passing  through  the  wall  of  the  duodenum, 
and  was  accessible  only  by  opening  first  the  duodenum.  This  was 
successfully  performed ;  that  portion  of  the  wall  on  the  duodenal  side 
was  slit  up,  the  gall-stone  evacuated,  and  ultimate  relief  was  obtained. 
The  possibilities  of  relief  of  these  conditions  are  all  presented  to  us,  and 
yet  these  various  operations  which  have  been  enumerated  by  us  must 
all  be  looked  upon,  I  am  persuaded,  as  exceptional  resources,  and  that 
the  great  majority  of  instances  in  which  we  have  to  deal  with  the 
gall-bladder  will  be  cases  in  which  it  will  be  best  to  bring  the  gall- 
bladder to  the  surface  at  a  suitable  time  in  the  course  of  the  opera- 
tion, and  secure  its  opening  in  the  opening  of  the  abdominal  wound, 
and  for  a  time  at  least  to  retain  the  opening  from  without  into  the 
gall-bladder  patent. 

The  specimens  which  I  have  to  present  this  afternoon  are  specimens 
in  which  this  method  of  proceeding  was  both  feasible  and  successful. 
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They  are  two  in  number.  I  should  have  hesitated  to  bring  them  over 
here,  for  they  are  so  small  in  number,  and  the  number  of  cases  of 
gall-bladder  surgery  is  now  becoming  so  great  that  simply  to  present 
one  or  two  cases  would  seem  almost  like  a  presumption  ;  but  Dr. 
Marcy  would  not  let  me  go,  and,  as  gentlemen  who  have  sat  here  have 
perhaps  noticed,  he  has  compelled  me  to  disgorge,  and  I  will  make 
the  best  of  it,  if  you  will  pardon  me  for  having  been  overcome  by  his 
insistence.  As  is  so  apt  to  be  the  case  in  our  experience,  these  two 
are  cases  which  occurred  within  a  very  short  time  of  each  other — the 
same  week.  Both  were  ladies  of  about  the  same  age,  between  thirty 
and  forty  years  old.  In  one  case,  however,  previous  to  the  time  that 
the  gall-bladder  was  opened,  no  suspicion  of  any  disease  of  that  organ 
had  been  entertained.  Up  to  within  five  days  of  the  operation  she 
had  been  in  good  health.  Five  days  previous  to  the  time  that  I  saw 
her  she  had  been  attacked  with  general,  diffused  pain,  and  tenderness 
over  the  whole  abdominal  cavity,  and  her  case  was  supposed  to  be 
one  of  general  peritonitis  by  the  practitioner  who  saw  her.  After  a 
few  days  the  general  symptoms  had  been  relieved,  and  localized  pain 
and  tenderness  still  remained  only  in  the  right  lumbar  and  iliac  regions. 
She  was  much  better.  A  renewed  exacerbation,  however,  of  all  her 
pain  and  increase  in  fever  excited  the  fears  of  her  attendant,  and  at 
that  time  I  had  the  opportunity  of  seeing  her.  This  is  the  case  which 
I  spoke  of  incidentally  in  connection  with  the  discussion  on  appen- 
dicitis at  the  last  meeting  of  the  State  Medical  Society  at  Albany,  for 
the  diagnosis  which  had  been  made  was  that  of  suppurative  appen- 
dicitis. There  was  upon  examination  an  oblong  ovoid  tumor  to  be 
felt  in  the  region  of  the  ascending  colon  and  cecum,  passing  down 
into  the  inguinal  region.  All  the  symptoms  presented  up  to  that  time 
were  such  as  were  most  consonant  with  the  idea  of  suppurative  appen- 
dicitis, and  with  the  supposition  that  I  was  operating  upon  such  a  case 
I  proceeded  with  the  operation.  The  usual  incision  for  exposing  the 
appendix  having  been  made,  a  livid,  oblong,  deeply  congested  tumor 
presented  itself,  fluctuating,  non-adherent.  It  evidently  was  some  un- 
usual condition,  certainly  not  such  as  that  which  is  generally  presented 
in  an  appendicitis  which  would  have  reached  such  a  stage  of  develop- 
ment. Having  uncovered  a  sufficient  space  on  the  anterior  surface  of 
this  tumor,  I  dammed  it  all  about  by  iodoform  tampons.  Upon  open- 
ing it  there  gushed  forth  a  large  quantity  first  of  viscid,  colorless  fluid, 
and  finally  about  half  a  teacupful  of  pus.  The  finger,  passed  into  the 
opening,  at  once  came  in  contact  with  these  gall-stones,  which  I  have  the 
pleasure  of  presenting  to  you,  and  upon  their  detection  by  the  finger 
the  character  of  the  condition  that  we  had  to  deal  with  was  evident. 


148 


DISCUSSION. 


Eleven  in  number,  they  were  removed  with  the  curette,  and  the  edges 
of  the  wound  in  the  dilated  gall-bladder,  as  we  now  found  it  to  be, 
were  sewed  to  the  wound  in  the  parietes  of  the  abdomen ;  after  the 
latter  had  been  shortened  up  sufficiently,  the  sac  was  washed  out  with 
a  salicylic  solution,  and  over  the  wound  a  suitable  absorbent  compress 
was  placed.  From  that  time  the  patient  convalesced  without  a  draw- 
back. That  was  in  January.  She  is  now  attending  to  her  household 
duties,  but  there  still  remains  a  pin-hole  opening,  from  which  at  times 
more  or  less  biliary  matter  escapes.  There  was  immediately  after  the 
operation  a  profuse  escape  of  bile  through  the  opening  which  had  been 
made ;  at  the  same  time  the  appearances  due  to  the  ordinary  entrance 
of  the  bile  into  the  intestinal  canal  were  normal. 

Within  a  few  days  of  this  event  I  had  also  under  my  care  a  woman 
who  had  the  typical  history  of  gall-stone  impaction — repeated  attacks 
of  hepatic  colic,  so  that  her  life  was  but  a  succession  of  attacks  of  this 
kind,  running  on  for  a  period  of  two  years.  Some  two  weeks  before 
I  saw  her  a  paroxysm  of  unusual  intensity  had  been  experienced  ;  she 
was  jaundiced,  and  had  the  characteristics  of  cholemic  poison.  In 
this  case  the  dilated  gall-bladder,  with  its  collection  of  stones,  was 
plainly  felt  by  palpation.  Her  condition  then  was  fully  appreciated, 
and  the  necessity  of  operation  was  acknowledged.  We  proceeded  to 
an  exposure  of  the  dilated  gall-bladder  by  an  incision  running  down- 
ward in  the  semilunar  line,  beginning  at  the  edge  of  the  rib.  The 
mass  presenting  was  brought  up  into  the  wound  and  was  cut  off  from  the 
general  peritoneal  cavity  by  tampons  of  iodoform  gauze ;  it  was  then 
opened,  and  a  large  number  of  gall-stones,  ninety-three  in  all,  were 
evacuated.  After  these  had  been  removed,  and  the  finger  inserted  for 
exploration,  there  was  a  gall-stone  to  be  felt  further  on  in  the  common 
duct.  The  opening  of  the  bladder  was  occluded  by  forceps,  and  the 
bladder  was  drawn  up  to  the  upper  part  of  the  wound,  while  the  finger 
was  introduced  into  the  general  peritoneal  cavity  for  the  purpose  of  ex- 
ploring. The  duct  was  identified,  and  the  presence  in  it  of  the  gall- 
stone was  distinctly  felt  about  half-way  along  the  duct.  I  made 
reasonable  attempts  to  crush  this  with  my  finger-tips  as  it  lay  in  the 
duct.  I  did  not  feel  that  I  met  with  any  special  success  in  this 
attempt.  The  patient's  condition  at  this  stage  of  the  operation  was 
such  as  to  make  me  feel  that  it  was  unwise  to  further  prolong  it,  and 
I  accordingly  sewed  the  gall-bladder  to  the  wound,  applied  an  absor- 
bent dressing,  and  sent  her  to  bed  with  the  stone  still  in  the  duct. 
Ether  had  been  administered  ;  she  took  it  well ;  the  operation  was  not 
very  prolonged,  but  a  patient  who  has  been  suffering  from  cholemia 
for  two  years  is  not  in  good  condition  for  an  operation.    It  was  evi- 
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dently  a  good  thing  to  have  stopped  when  we  did  :  during  the  future 
course  of  the  case  the  patient  had  no  local  trouble  whatever — so  far  as 
the  peritoneal  cavity  was  concerned  there  was  no  symptom  of  irritation 
such  as  could  be  a  subject  of  alarm  at  any  time  thereafter;  but  within 
twenty-four  hours  from  the  time  of  the  operation  she  developed  an 
extensive  broncho-pneumonia,  which  I  think  was  due  to  the  effects  of 
the  ether  upon  her  lungs,  due  to  her  previous  condition  and  the  poor 
resistance  of  the  mucous  membrane.  She  was  very  ill,  but  ulti- 
mately made  a  perfect  recovery,  and  has  been  restored  to  her  family. 
Meanwhile,  at  the  time  she  was  sent  from  the  table,  the  programme 
which  was  marked  out  for  her  was,  after  she  had  recovered  from  this 
operation,  and  by  free  escape  of  bile  from  the  wound  the  condition  of 
cholemia  had  been  relieved,  then  to  submit  her  to  a  second  operation, 
expose  the  duct,  and  remove  the  stone;  but  within  two  weeks  from 
the  time  that  she  was  sent  to  her  bed  she  had  another  attack  of  hepatic 
colic,  the  stone  forced  its  way  through  into  the  intestine,  and  was 
tater  found  in  the  stools.  From  that  time  she  has  been  free  from 
all  gall-stone  trouble.  This  stone,  which  I  hold  in  my  hand,  and 
which  is  quite  equal  in  size  to  the  largest  of  those  that  were  in  the 
gall-bladder,  is  the  trophy  which  unassisted  Nature  provided  for  us. 

Dr.  J.  H.  Kellogg,  of  Battle  Creek. — In  three  cases  upon  which 
I  operated  expecting  to  find  gall-stones,  I  failed  to  find  any.  Two  of 
the  cases  gave  a  distinct  history  of  gall-stones — frequent  paroxysms  of 
hepatic  colic,  with  relief  after  a  short  time,  and  finally  a  paroxysm 
which  did  not  cease.  The  patient  continued  to  suffer  pain  and  was 
jaundiced,  this  condition  lasting  for  some  weeks.  One  patient  thus 
suffered  for  three  years.  The  first  patient  was  completely  relieved  by 
operation.  I  found  instead  of  gall-stones  extensive  adhesions  between 
the  bowels,  stomach,  and  under  portion  of  the  liver.  The  adhesions 
had  been  so  great  that  the  gall-bladder  was  practically  obliterated. 
By  breaking  up  the  adhesions  the  stricture  was  relieved,  and  within 
two  weeks  of  that  time  the  patient's  skin  was  as  clear  as  anybody's, 
with  the  exception  of  once  in  which  she  had  an  attack  of  jaundice 
following  a  meal  during  which  she  ate  freely  of  strawberry  shortcake. 

In  another  case  the  patient  gave  the  same  history,  lasting  about  a 
year  and  a  half.  I  found  on  investigating  the  case  no  gall-stones.  I 
found  the  same  condition  of  inflammation ;  scarcely  a  trace  of  the 
gall-bladder  left,  but  a  large  mass  which  I  took  to  be  a  cancer  of  the 
pancreas.  I  broke  up  the  adhesions,  and  the  patient  was  considerably 
relieved.  The  jaundice  disappeared  for  a  time,  and  she  has  been 
pretty  free  from  it  since. 
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I  will  mention  another  case  which  illustrates  the  innocuous  character 
of  bile.  A  man  had  been  treated  for  dyspepsia  for  some  time.  His 
stomach  was  washed  out  by  a  stomach-tube.  I  found  jaundice  and  a 
large  tumor  in  the  right  hypochondriac.  To  make  certain,  I  intro- 
duced a  hypodermatic  needle,  and  drew  out  a  quantity  of  clear,  viscid 
fluid,  when  the  test  for  bile  was  made,  and  cholesterin  crystals  were 
found.  The  patient  did  not  suffer  at  all  by  the  exploration.  He 
went  to  the  dioing-room  an  hour  or  two  later,  but  while  at  dinner  felt 
distress  in  the  abdomen  and  left  the  table.  I  intended  to  operate,  but 
was  obliged  to  wait  three  or  four  days  for  some  of  his  friends  to  come. 
In  the  meantime  the  temperature  had  risen.  I  found  that  the  tumor 
had  disappeared  when  I  came  to  operate.  When  I  opened  the  ab- 
domen a  large  quantity  of  bile  gushed  out.  of  which  I  collected  six 
quarts.  Evidently  the  small  puncture  I  made  with  the  needle  had 
been  sufficient  to  rupture  the  sac.  The  respiratory  movements  had 
been  sufficient  to  make  an  opening  while  the  needle  was  inserted.  I 
washed  out  the  cavity,  introduced  a  drainage-tube,  and  put  the  patient 
to  bed.  I  found  there  was  cancer  of  the  head  of  the  pancreas.  He 
died  three  days  later  without  any  inflammatory  symptoms.  The  post- 
mortem showed  no  peritonitis.  None  of  these  were  cases  of  gall-stones, 
but  they  have  some  relation  to  surgery  of  the  gall-bladder,  and  pos- 
sibly may  have  some  interest  in  that  way.  In  reference  to  the  dis- 
solving of  gall-stones,  an  English  surgeon  reports  a  case  of  dissolving 
by  hot- water  irrigation.  At  the  end  of  three  weeks  the  stone  was 
dissolved. 

Dr.  Marcy. — I  have  comparatively  little  to  add  to  what  has  been 
said.  You  all  know  that  I  have  an  interest  approaching  enthusiasm 
on  this  topic.  The  only  time  I  will  ask  to  take  of  the  Association  is 
to  say  that  this  specimen  is  from  a  patient  operated  upon  about  ten 
weeks  ago ;  oddly  enough,  although  you  see  how  very  large  the  calculi 
are,  she  had  not  had  any  trouble  until  the  present  time.  The  woman 
was  about  sixty  years  of  age ;  very  fat ;  had  been  pretty  well  ;  four 
days  prior  had  all  the  marked  evidences  of  biliary  obstruction.  When 
I  saw  her  she  had  a  temperature  of  103°  :  pulse  difficult  to  count;  in- 
tensely jaundiced ;  presented  a  tumor  of  fist  size  in  the  region  of  the 
gall-bladder.  It  seemed  clear  that  there  was  marked  biliary  obstruc- 
tion, and  an  exploratory  section  was  made.  On  dividing  the  peri- 
toneum, both  the  abdominal  peritoneum  and  the  peritoneum  covering 
the  gall-bladder  were  covered  with  a  flocculent  lymph.  Under  the 
circumstances  it  seemed  a  wise  thing  to  first  stitch  the  distended  gall- 
bladder into  the  wound,  which  I  did,  leaviug  an  elliptical  opening 
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about  two  inches  in  length.  This  was  effected  with  a  light  continuous 
tendon  suture  through  the  peritoneal  surfaces,  so  as  to  save  the  general 
peritoneal  cavity  from  infection.  Then  I  opened  the  gall-bladder  to 
the  extent  of  the  united  surfaces,  and  then  came  the  difficulty.  I  had 
made  it,  as  I  thought,  abundantly  large,  but  here  this  large  calculus 
presented.  I  had  then  either  to  open  further,  which  was  somewhat 
difficult  in  this  thick  abdominal  wall,  or  crush  the  stone.  I  deter- 
mined that  crushing  was  the  better  way,  and  with  a  pair  of  strong, 
sharp  forceps  I  succeeded  in  breaking  the  stone  and  removing  it.  I 
removed  a  second  one,  and  then  the  large  third  one  was  the  offending 
member  obstructing  the  duct.  This  was  dislodged  with  little  difficulty. 
The  combined  weight  was  two  ounces.  The  first  is  the  largest  cal- 
culus that  has  come  within  my  notice,  being  quite  two  inches  by  one 
and  one-fourth  inches  in  diameter.  A  probe  was  inserted  quite  within 
the  intestine  to  make  sure  we  had  no  further  obstruction.  A  double 
drainage-tube  was  applied.  The  wound  discharged  for  some  days  a 
large  quantity  of  bile.  I  saw  the  woman  about  ten  days  ago.  The 
wound  has  entirely  closed,  and  she  is  practically  about  as  well  as  ever, 
attending  to  household  duties.    The  jaundice  speedily  ceased. 

In  regard  to  one  of  my  cases  referred  to,  of  removing  the  calculus 
from  the  common  duct  after  its  division  and  then  suturing  the  duct 
and  bladder  and  closing  the  wound  without  drainage,  I  do  not  believe 
we  shall  often  be  obliged  to  have  recourse  to  such  extreme  measures, 
but  there  comes,  rarely,  a  class  of  cases  where  there  is  a  dilemma  to 
know  what  to  do.  In  the  case  I  have  already  published  it  did  not 
appear  that  it  was  a  wise  thing  to  leave  the  obstructing  calculus.  It 
seemed  to  me  if  I  closed  the  abdomen  and  left  drainage,  as  did  Dr. 
Pilcher,  it  was  to.  practically  abandon  the  woman  to  death.  The  in- 
cisions I  have  made  have  been  in  the  oblique  line  parallel  to  the  last 
rib,  which  I  think  is  really  an  advantage,  since  by  extending  'the  in- 
cision we  place  the  gall-bladder  and  the  common  duct  easily  within 
reach.  I  closed  the  duct  and  gall-bladder  by  three  lines  of  sutures, 
even  the  last  line  buried,  and  then  closed  the  abdominal  wound,  and, 
as  Dr.  Pilcher  says,  the  patient  made  an  excellent  recovery.  I  saw 
her  ten  days  ago,  and  she  thought  her  old  trouble  was  coming  back. 
She  had  had  pains  of  the  old  sort.  She  was  in  serious  suffering.  However, 
a  cathartic  and  a  washing  of  the  dejecta  showed  a  double  handful  of 
green  corn  which  had  not  been  digested.  The  relief  was  ample  with- 
out surgery. 

Dr.  M.  B.  Ward,  of  Topeka. — I  have  done  the  operation  twice  on 
the  dog,  by  removing  the  gall-bladder  entirely.    There  were  no  gall- 
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stones.  My  first  operation  was  a  failure;  the  dog  died  in  two  days  of 
general  peritonitis,  and  the  autopsy  proved  that  I  had  done  a  faulty 
operation.  The  next  dog  I  had  better  success  with.  He  not  only  got 
well  but  very  fat  in  a  month,  and  I  did  three  other  operations  on  the 
same  dog — i.  e.,  three  anastomoses.  The  fourth  time  I  killed  the  dog. 
I  only  speak  of  this  to  show  that  a  dog  can  live  and  get  fat  without  a 
gall-bladder.  We  have  in  our  city  a  physician  who  thinks  he  is 
troubled  with  gall-stones,  aud  he  asked  me  to  report  his  case  if  I  had 
an  opportunity  and  get  what  points  I  could,  and  to  select  the  best 
operator  in  the  Society  that  he  might  come  to  him.  He  is  suffering 
greatly  at  times,  but  is  not  jaundiced  at  all.  I  do  not  think  he  has  a 
gall-stone,  but  he  thinks  he  has.  He  is  a  much  better  physician  than 
myself,  aud  he  has  the  pain  himself,  and  ought  to  know  ;  and  he  wants 
to  be  cured.  He  is  a  specialist  on  diseases  of  the  nose  and  throat,  and 
his  life  is  so  miserable  that  if  possible  he  wants  to  be  cured,  and  yet 
does  not  care  to  die.  If  any  of  the  gentlemen  present  wish  to  send 
word  by  me  that  you  can  cure  hira  without  risk  to  his  life,  I  would  be 
pleased  to  so  report  to  him. 

I  would  like  to  ask  these  gentlemen  if  they  find  it  easy  to  bring  the 
gall-bladder  up  and  attach  it  to  the  parietes  ?  It  is  my  experience 
that  it  is  not  very  easy  to  do  so  unless  it  is  enlarged.  It  seems  to  me 
to  be  stretching  the  parts  to  attach  it  to  the  parietes  unless  it  is  en- 
larged. 

Dr.  K.  T.  Morris,  of  New  York. — There  is  one  method  of  pro- 
cedure in  cases  of  gall-stones  so  simple  that  I  wonder  that  anybody 
has  failed  to  think  of  it.  Gall-stones  can  be  dissolved  by  chloroform, 
ether,  and  some  of  the  paraffins.  We  do  not  need  any  forceps.  We 
can  avoid  the  greatest  element  of  danger  by  dissolving  the  impacted 
stones  in  place.  The  operation  consists  in  suturing  the  gall-bladder 
to  the  abdominal  wall;  then  waiting  for  forty-eight  hours,  until  ad- 
hesion has  taken  place.  A  common  cause  of  danger  after  operation 
is  leakage  of  bile  or  mucus,  or  the  fermenting  contents  of  the  gall- 
bladder, into  the  abdominal  cavity.  Therefore  the  ideal  procedure 
consists  in  first  suturing  the  gall-bladder  to  the  abdominal  wall,  wait- 
ing until  adhesion  takes  place,  opening  the  gall-bladder,  and  with  a 
syringe  injecting  down  upon  impacted  gall-stones — and  any  time  you 
please,  a  week,  or  a  day,  or  a  month  later — a  solution  that  will  dis- 
solve the  cholesterin  safely,  without  imposing  the  grave  danger  upon 
the  patient  of  a  crushing  operation,  which  bruises  or  injures  the  com- 
mon duct.  I  am  making  experiments  in  this  line  to  find  some  non- 
irritating  solution  which  will  dissolve  the  gall-stones  most  easily.  I 
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expect  to  prepare  a  paper  on  this  subject  for  the  meeting  at  Richmond 
in  November. 

Dr.  Seymour  (closing  the  discussion  on  his  part). — -With  regard  to 
the  method  of  suturing  the  gall-bladder  to  the  abdominal  walls,  I 
think  Tait's  method  leaves  little  to  be  desired.  I  employed  it  in  the 
case  which  forms  the  subject  of  my  paper,  and  he  employed  it  upon  me. 
It  is  especially  serviceable  in  cases  where  the  abdominal  walls  are  ex- 
cessively thick  and  the  gall-bladder  contracted,  as  was  the  condition 
in  my  own  case  as  well  as  the  one  I  reported.  Mr.  Tait  employs  an 
interrupted  buried  silk  suture  and  fastens  it,  in  thick  abdominal  walls 
or  contracted  gall-bladder,  not  at  the  level  of  the  skin  but  at  an  inter- 
vening plane.  The  case  I  reported  I  regard  as  very  strong  evidence 
of  the  propriety  of  this  method  of  operating,  inasmuch  as  although  her 
cough  was  so  severe  as  to  make  me  fear  that  the  wound  would  burst 
open  or  the  adhesions  of  the  gall-bladder  be  torn  away,  yet  the  autopsy 
disclosed  that  the  adhesions,  not  merely  of  the  abdominal  walls,  but 
also  of  the  gall-bladder  to  the  abdominal  walls,  were  entirely  competent 
to  perform  the  offices  for  which  they  were  intended. 

If  we  accept  as  true,  Dr.  Morris's  premise,  that  we  can  in  the  living 
body  dissolve  gall-stones  by  introducing  various  liquids  into  the  gall- 
bladder, we  may  admit  the  proposition  that  the  operation  for  gall-stones 
in  two  stages  is  the  proper  one.  Although  I  have  dissolved  gall-stones 
outside  the  body  with  chloroform  and  ether,  [  think  the  entire  question 
is  as  yet  sub  judice.  The  operation  of  Mr.  Tait — opening  the  gall- 
bladder, with  immediate  suture  to  the  abdominal  walls  and  the  forma- 
tion of  a  biliary  fistula — is  at  present  the  most  rational  operation.  It 
allows  us  not  merely  to  remove  the  gall-stones  from  their  most  com- 
mon site — the  gall-bladder — but  gives  us  an  opportunity  to  attack 
them  in  the  common  duct,  and  by  giving  exit  to  the  bile,  furnishes  a 
safety-valve.  Then,  again,  the  adhesion  of  the  gall-bladder  to  the 
abdominal  walls  permits  us,  in  case  of  recurrence — and  I  can  see  no 
reason  why,  with  the  persistence  of  the  constitutional  vice,  there  should 
not  be  recurrence — to  open  the  cicatrix  and  remove  stones  in  the  gall- 
bladder without  any  particular  risk  to  the  patient.  If  that  proves  in- 
sufficient we  can,  on  recurrence  of  the  symptoms,  proceed  to  the  more 
dangei-ous  operation. 

As  to  what  becomes  of  these  sutures,  I  will  say  that  in  most  of  Mr. 
Tait's  cases  and  in  my  own  case,  these  sutures  came  away  between  the 
first  and  fifth  week.  In  my  own  case  the  last  suture  came  away  the 
fifth  week  and  the  fistula  closed.  I  have  never  found  an  animal  suture 
which  was  satisfactory  to  myself,  and  as  a  patient  I  felt  much  more 
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comfortable  to  know  that  my  gall-bladder  was  fastened  with  silk  than 
some  indefinitely  absorbable  material.  Dr.  Kellogg  misstates  the  case 
in  which  he  alleges  gall-stones  were  dissolved  by  hot  water  injected 
into  the  gall-bladder.  The  fact  was  that  Dr.  Taylor,  of  Birmingham, 
by  injecting  hot  water  into  the  gall-bladder  evidently  removed  some 
inflammatory  thickening  or  swelling  which  had  retained  the  stone 
within  the  duct  and  thus  enabled  it  to  work  its  way  out  of  the  fistula— 
a  fact  which  is  another  argument  in  favor  of  Tait's  procedure. 

I  alluded  to  Dr.  McBuruev's  case,  in  my  paper,  as  one  which  I  had 
seen  a  year  before  he  operated,  and  had  at  that  time  strenuously  ad- 
vocated an  operation.  Two  weeks  before,  a  prominent  clinical  teacher 
of  New  York  City  had  opposed  operation  because  of  supposed  malig- 
nancy. When  I  saw  the  patient  there  was  a  large  triangular  mass 
extending  downward  and  upward  toward  the  umbilicus,  in  the  direc- 
tion in  which  the  gall-bladder  enlarges,  and  this  was  the  mass  supposed 
to  be  malignant.  I  thought  the  previous  history  of  the  case  warranted 
at  least  an  exploratory  operation  ;  it  could  do  no  harm,  and  I  felt  that 
there  was  a  large  chance  of  the  mass  proving  inflammatory,  the  result 
of  an  inflamed  and  distended  gall-bladder.  However,  with  various 
fluctuations  in  health,  a  year  was  allowed  to  pass  by,  at  which  time 
Dr.  McBurney  was  consulted,  and  the  next  day  operated  in  the 
manner  mentioned  in  my  paper — approaching  the  stone  through  the 
duodenum — thus  showing  his  thorough  surgical  mastery. 

Dr.  Vander  Veer  (closing  the  discussion).— I  do  not  know  that  I 
have  anything  further  to  say.  I  feel  grateful  to  Dr.  Pilcher  and 
members  of  the  Association  who  have  been  kind  enough  to  present 
their  cases  and  engage  in  the  discussion.  I  believe  that  Dr.  Seymour 
has  covered  the  ground  in  reference  to  attaching  the  gall-bladder  to 
the  incision  ;  and  to  the  question  of  Dr.  Ward,  I  will  say  this :  Before 
the  gall-bladder  is  attached  to  the  incision,  and  before  it  is  opened,  we 
should  make  a  very  thorough  examination  of  the  common  duct  and 
of  the  surrounding  structures. 
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I  will  not  discuss  the  broad  question  of  asepsis  versus 
antisepsis  by  the  use  of  chemical  solutions  in  its  application 
to  general  surgery.  If  the  proper  precautions  as  regards 
cleanliness  in  every  detail  before  and  during  an  operation  are 
observed,  we  need  no  antiseptic  germicides  in  intra-peritoneal 
surgery.  If  solutions  of  sublimate,  carbolic  acid,  etc.,  are 
brought  in  contact  with  healthy  peritoneum  their  action  is 
harmful ;  and,  if  they  do  not  cause  immediate  bad  results, 
they  will  cause  subsequent  trouble  by  so  irritating  the  mem- 
brane as  to  result  in  adhesions,  few  or  many,  of  the  abdominal 
and  pelvic  viscera.  They  may  leave  the  patient  as  much  or 
more  of  an  invalid  than  before  the  laparatomy.  Nor  will  I  con- 
demn the  use  of  chemical  solutions  for  the  purpose  of  steril- 
izing the  operator,  assistants,  nurses,  or  patient,  or  the  room, 
instruments,  sutures,  dressings,  sponges,  etc.,  if  used  before 
the  operation  is  begun ;  but  the  chemical  germicide  should  be 
removed  from  everything  that  is  brought  in  contact  with  the 
peritoneum.  Unless  everything  is  made  practically  clean  inde- 
pendently of  the  germicide,  it  will  not  make  everything  aseptic. 
It  is  too  often  true  that  operators  who  are  loudest  in  advocacy 
of  germicide  solutions  are  the  least  cleanly,  and  I  have  known 
them  to  forget  to  wash  their  hands  before  beginning  an  opera- 
tion, or  before  examining  a  woman  in  labor.  They  wet  the 
walls  of  the  room  and  the  hands  that  have  not  been  cleansed 
in  sublimate  solutions,  use  carbolic  spray,  put  dirty  instru- 
ments, sponges,  sutures,  and  dressings  in  dirty  vessels  filled 
with  unclean  water,  and  expect  the  antiseptic  to  make  all 
aseptic.    Just  here  lies  a  great  objection  to  the  general  use  of 
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chemical  germicides,  and  women  have  died  of  septic  infection 
because  of  reliance  upon  such  means. 

There  are  relatively  few  men  who  know  how  to  be  surgi- 
cally clean  in  every  detail  connected  with  intra-peritoneal 
surgery,  and  if  the  time  and  labor  that  has  been  devoted  to 
teaching  the  medical  profession  how  to  use  antiseptic  germi- 
cides had  been  directed  to  teaching  the  value  and  the  means  of 
accomplishing  surgical  cleanliness,  septic  peritonitis  following 
laparatomy  would  be  comparatively  infrequent.  Of  course,  the 
above  does  not  apply  to  all  men  who  use  chemical  antiseptics, 
for  some  of  them  are  the  most  cleanly  that  I  have  seen  oper- 
ate, but  I  believe  they  would  get  as  good,  or  better,  results  if 
they  omitted  the  antiseptics.  The  peritoneum  is  usually 
infected  by  contact,  and  the  danger  of  atmospheric  infection 
is  practically  nil,  as  has  been  shown  by  the  excellent  results  in 
laparatomies  done  in  large  and  crowded  amphitheatres. 

The  following  order  may  be  observed  in  describing  the 
means  of  making  and  keeping  everything  aseptic  in  abdom- 
inal and  pelvic  surgery: 

1.  The  operating-room  and  the  room  in  which  the  patient  is 
to  remain  during  convalescence. 

2.  The  patient. 

3.  The  operator  and  all  assistants. 

4.  The  kind  of  water  to  use. 

5.  (a)  Instruments ;  (b)  sutures  and  ligatures;  (c)  sponges; 
(d)  dressings  and  towels. 

6.  Irrigation. 

7.  Drainage-tube. 

The  operating-room  should  be  so  constructed  that  the  floor, 
walls,  and  furniture  may  be  washed  regularly  and  kept  clean. 
If  the  operation  is  done  in  a  private  house  it  is  well  to  remove 
the  carpet  and  curtains  some  days  before  the  operation,  and 
wash  everything  in  or  about  the  room,  but  do  not  attempt  to 
disturb  the  dust  by  brushing  on  the  day  the  laparatomy  is  to 
be  done.  If  dirt  has  then  accumulated  that  must  be  removed, 
it  should  be  done  by  wiping  or  washing  with  a  towel,  and  this 
must  also  be  done  if  we  operate  in  emergency  cases  where  we 
have  no  time  to  make  extensive  arrangements.  I  doubt  if 
there  is  any  advantage  in  using  the  spray  or  burning  sulphur 
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unless  the  room  has  been  occupied  by  the  subject  of  some 
infectious  disease.  Asepsis  is  more  easily  accomplished  in 
well-regulated  private  or  public  hospitals  or  infirmaries  ;  in 
private  houses  septic  matter  may  more  readily  be  introduced, 
unless  the  operator  or  an  experienced  nurse  rigorously  super- 
intends everything  before  and  during  the  operation.  But  good 
results  may  be  obtained  in  uncleanly  rooms  and  surroundings, 
if  we  will  protect  the  wound  and  the  peritoneum  from  contact 
with  anything  septic.  This,  however,  should  not  be  an  excuse 
for  operating  without  preparing  the  room,  for  the  dangers  of 
infection  are  multiplied  many  times ;  the  hands,  sponges, 
towels,  etc.,  may  unconsciously  come  in  contact  with  poisonous 
matters,  and  it  requires  unremitting  watchfulness  to  prevent 
it.  This  danger  is  practically  removed  where  we  take  proper 
precautions  when  we  have  time  to  do  so  before  operating. 
The  room  in  which  the  patient  is  to  remain  after  the  operation 
should  be  made  clean,  as  should  also  the  mattress  and  bed 
covering;  and  this  is  especially  necessary  where  the  drainage- 
tube  is  used. 

In  operating-rooms  at  hospitals  or  infirmaries  the  operating 
and  instrument-tables  are  more  easily  kept  clean  if  they  have 
plate-glass  covers.  The  instrument-trays  and  pans  for  sponges 
and  dressings  should  be  white  china  or  white  porcelain-lined, 
so  that  we  may  readily  see  if  they  are  unclean. 

The  patient  should  be  given  one  or  more  hot  baths,  with 
soap  and  brush,  before  the  operation,  and  every  part  of  the 
body,  including  the  hairs  on  the  head,  under  the  arms,  and 
over  the  vulva,  should  be  carefully  cleansed.  The  pubes 
should  be  shaved,  and  it  is  well  to  scrape  away  with  the  razor 
the  epidermal  scales  from  the  anterior  surface  of  the  abdom- 
inal wall.  Before  making  the  abdominal  incision  the  abdomen 
should  again  be  washed  and  wiped  dry  with  a  clean  towel.  A 
hot  enema  and  a  copious  vaginal  injection  should  be  given 
before  the  operation.  Dry  sterilized  towels  should  be  placed 
over  the  pubes  and  the  upper  part  and  sides  of  the  abdomen, 
over  which  there  should  be  spread  a  large  piece  of  several 
thicknesses  of  dry  sterilized  gauze,  with  an  opening  cut  for 
some  inches  over  the  point  where  the  incision  into  the  cavity 
is  to  be  made.    This  prevents  the  hands,  instruments,  or 
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sponges  coming  in  contact  with  septic  matter  about  the  cloth- 
ing or  the  operating-table. 

The  same  care  that  is  required  of  the  operator  in  preparing 
for  an  operation  should  also  be  enjoined  upon  the  assistants 
and  the  nurses,  as  otherwise  it  is  impossible  to  know  if  septic 
matter  has  been  introduced.  Visitors  should  not  be  permitted 
to  come  near  the  patient  or  anything  that  is  to  be  used  in  the 
operation,  nor  should  they  touch  the  hands  of  anyone  who  is 
to  assist  in  any  capacity  in  the  operation.  The  operator 
should  prepare  himself  as  carefully  as  he  has  had  the  patient 
prepared,  and  should  put  on  clean  linen  before  each  operation. 
His  nails  should  be  closely  trimmed  and  scraped,  and  just 
before  he  begins  an  operation  his  hands  aud  arras  should  again 
be  carefully  washed  in  hot  water  with  soap  and  brush.  He 
should  then  put  on  a  clean  white  apron  reaching  from  the 
neck  to  below  the  knees  and  extending  entirely  around  the 
body,  so  as  to  prevent  the  hands  coming  in  contact  with  his 
clothing.  He  should  have  a  pan  of  hot  sterilized  water  on  his 
instrument-table,  to  dip  his  hands  into  when  soiled  with  blood 
or  other  matter. 

All  water  used  in  the  operation  should  be  sterilized  by 
boiling  not  less  than  thirty  minutes;  and,  if  we  cannot  get 
water  that  is  relatively  clear  and  clean,  it  should  be  distilled 
or  filtered  through  a  Pasteur  filter  before  it  is  boiled.  The 
vessels  in  which  the  water  is  boiled  should  be  washed  in  hot 
water  with  soap,  and  should  be  used  for  no  other  purpose. 
The  water  for  the  sponges  should  be  boiled  some  hours  before 
the  operation,  so  that  it  gets  cool  euough  to  use,  but  the  water 
to  be  put  in  the  instrument-  and  suture-trays  and  the  pan  for 
the  irrigation  and  drainage-tubes  and  needles  should  be  boiling 
when  the  operation  is  begun. 

The  instruments  and  needles  should  be  washed  with  great 
care  in  hot  water  with  sapolio.  It  removes  the  oil  from  new 
instruments,  and  the  blood  or  other  secretions  from  instru- 
ments that  have  been  used,  better  than  any  soap  I  have  tried. 
The  hairs  of  the  brush  should  be  pushed  into  the  irregularities 
and  holes  in  the  instruments,  and  through  the  eyes  of  the 
needles,  otherwise  all  the  dirt  will  not  be  removed.  Instru- 
ments should  be  washed  after  being  used  before  the  blood  has 
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hardened  on  them,  and  should  be  wrapped  in  a  sterilized  towel 
until  they  are  needed.  When  any  of  the  plating  is  worn  off 
they  should  be  replated.  They  should  be  kept 'in  boiling  water 
a  few  minutes  immediately  before  using  them. 

The  best  suture  or  ligature  for  general  use,  and  it  will  serve 
nearly  all  purposes  in  iutra-peritoneal  surgery,  is  the  Chinese 
hard  twist  silk  of  different  sizes.  It  should  be  selected  from 
unbroken  packages  and  never  handled  with  hands  that  have 
not  been  washed;  nor  should  it  ever  come  in  contact  with  any- 
thing not  clean.  This  suture  may  be  sterilized  in  several  ways, 
but  the  most  reliable  method  is  to  wrap  three  sizes  on  three 
separate  small  glass  spools,  and  put  them  in  a  test-tube,  and 
stopper  it  with  a  piece  of  absorbent  cotton.  This  should  be 
kept  for  an  hour,  for  three  consecutive  days,  in  a  Koch's  or 
some  approved  sterilizer,  at  a  heat  of  212°  F.  Each  tube  holds 
enough  silk  for  a  laparotomy,  and  may  be  kept  indefinitely  in 
an  aseptic  condition  if  the  cotton  is  not  removed.  Or  the 
silk  may  be  sterilized  on  large  glass  spools,  which  may  imme- 
diately be  put  on  reels  in  glass  suture  boxes,  and  kept  covered 
with  alcohol.  These  sutures  may,  however,  be  made  practi- 
cally sterile  by  putting  them  in  an  iron  porcelain-lined  pan  of 
boiling  water,  and  keep  the  water  boiling  for  thirty  minutes 
before  and  during  the  operation.  The  glass  drainage  and  the 
irrigation-tubes  and  the  needles  may  be  kept  in  the  same  pan. 
Silkworm-gut  may  be  carefully  washed  and  made  sterile  by 
boiling.  This  may  be  done  during  the  operation,  or  if  done 
previously  they  should  be  put  in  long  glass  sterilized  tubes  and 
absorbent  cotton  tightly  intr  oduced  into  the  ends  ;  or  they  may 
be  kept  in  hermetically  sealed  glass  jars  or  in  alcohol.  Silver 
wire  should  be  cut  into  pieces  twelve  inches  long,  then  washed 
and  made  bright  with  sapolio,  and  when  boiled,  kept  also  in 
glass  tubes,  or  they  may  be  washed  and  boiled  when  we  want 
to  use  them.  They  may  also  be  sterilized  and  kept  on  large 
spools  in  the  glass  suture  box  filled  with  alcohol.  I  will  not 
speak  of  the  preparation  of  the  catgut  or  the  kangaroo  tendon. 

Soft  and  well-shaped  sponges  should  be  selected  and  prepared 
after  the  following  fashion  :  They  should  be  hammered  on  a 
marble  slab  with  a  wooden  mallet  as  long  as  any  sand,  lime,  or 
dirt  can  be  gotten  out  of  them.    They  should  then  be  washed 
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in  cold  water  and  put  for  twelve  hours  in  water  made  dis- 
agreeably sour  with  hydrochloric  acid.  The  acid  is  now  washed 
out  of  the  sponges,  and  when  they  are  dry  they  are  again  ham- 
mered with  the  mallet  to  see  if  any  more  sand  or  lime  can  be 
gotten  out  of  them.  They  are  now  carefully  washed  in  cold 
water  and  kept  for  six  hours  in  a  mixture  of  sulphurous  acid 
one  part  and  water  five  parts.  This  is  washed  out  in  clean 
water  and  the  sponges  wrung  dry  and  immediately  put  into  a 
large  glass-stoppered  jar  or  bottle  filled  with  alcohol.  Sponges 
that  have  been  used  may  again  be  made  clean  if  they  have  not 
come  in  contact  with  septic  pus,  and  the  process  is  not  labori- 
ous. Immediately  after  the  operation  have  them  washed  and 
then  put  for  twelve  hours  in  a  strong  solution  of  carbonate  of 
soda.  This  will  dissolve  all  organic  matter,  so  that  the  sponges 
will  be  relatively  clean  when  the  soda  is  washed  out  of  them. 
They  are  then  put  in  the  sulphurous  acid  and  water,  as  above, 
and  kept  in  alcohol.  There  are  other  ways  of  preparing 
sponges,  but  this  is  the  simplest  and  the  most  perfect.  The 
sponges  should  be  prepared  by  the  operator  or  under  his  im- 
mediate supervision,  otherwise  the  process  may  be  imperfectly 
observed. 

It  is  best  for  each  operator  to  prepare  his  own  gauze.  It 
can  be  purchased  in  rolls  of  twenty-five  to  one  hundred  yards? 
free  of  oil,  and  ready  to  be  sterilized.  This  is  best  done  by 
putting  it  in  loose  folds  iu  a  sterilizer  for  au  hour  for  one  or 
more  days.  It  may  then  be  put  into  aseptic  glass  jars  with 
ground  stoppers,  or  in  small  jars  with  glass  tops  that  fit  so 
tightly  upon  gum-bands  that  air  cannot  be  admitted.  Enough 
may  be  put  in  one  jar  for  a  laparatomy,  and  it  will  remain 
sterile.  If  any  antiseptic  is  preferred,  it  may  he  used  on  the 
gauze  when  preparing  for  an  operation,  but  as  gauze  properly 
sterilized  is  free  of  pathogenic  germs,  why  use  the  antiseptic  ? 
It  cannot  make  it  more  aseptic.  If  there  is  any  doubt  as  to 
perfect  sterilization  the  germicide  may  be  used. 

If  it  is  not  convenient  to  sterilize  the  gauze  as  above,  it  may 
be  made  practically  sterile  by  boiling  it  for  thirty  minutes 
before  and  during  an  operation,  but  dry  gauze  should,  if  pos- 
sible, be  used,  especially  over  the  abdomen  and  the  wound. 

If  towels  are  carefully  washed  and  boiled  in  clean  water  for 
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thirty  minutes,  they  are  usually  sufficiently  aseptic,  if  they 
have  not  been  used  except  in  the  operating-room.  They  may 
be  sterilized  as  carefully  as  the  gauze,  but  this  is  a  troublesome 
process  and  is  probably  not  necessary. 

In  suturing  the  abdominal  wound  the  edges  should  be  evenly 
coapted,  but  if  the  sutures  are  tied  too  tightly  stitch  abscesses 
will  follow  in  the  practice, of  the  cleanest  operator,  because  it 
furnishes  necrosed  tissue  in  which  pathogenic  germs  may  de- 
velop. The  abdominal  wall  should  be  made  clean  and  dry 
before  the  dressings  are  applied,  and  well  dusted  with  boric 
acid — an  excellent  means  to  keep  the  wound  dry.  The  several 
layers  of  gauze  and  the  thick  layer  of  absorbent  cotton  should 
be  strapped  lightly  to  the  abdomen,  by  three-inch-wide  gum 
adhesive  plaster.  If  the  glass  tube  is  used  the  dressings  should 
be  perfectly  fitted  around  it. 

If  the  peritoneum  has  become  soiled  with  blood,  pus,  or  the 
contents  of  cysts,  the  cavity  should  be  thoroughly  irrigated 
with  water  from  100°  to  120°  F.  This  is  best  donetwith  a  long 
glass  tube,  with  holes  at  the  end  and  on  the  sides,  attached  to 
a  gum  hose.  An  iron-granite  or  glass  funnel  is  introduced 
into  the  other  end  of  the  hose,  and  the  water  poured  from  a 
pitcher  is  forced  into  all  parts  of  the  peritoneal  cavity  by 
hydraulic  pressure. 

Supra-pubic  drainage  with  the  glass  tube  is  indicated — 

1.  To  diagnosticate  internal  hemorrhage  in  time  to  stop 
bleeding  by  injection  of  a  hemostatic,  or  by  reopening  the 
cavity  before  fatal  shock. 

2.  To  prevent  hemorrhage  by  keeping  the  cavity  dry  and 
allowing  the  vessels  to  contract  and  the  blood  to  coagulate. 

3.  Where  there  are  extensive  adhesions  or  continued  oozing 
of  blood  or  transudation  of  serum ;  and  in  old  and  feeble 
people  where  either  of  the  above  conditions  are  present,  if  only 
to  a  limited  degree. 

4.  When  in  doubt  as  to  the  necessity  of  drainage,  use  it. 

5.  When  the  peritoneum  has  been  soiled  with  pus  or  other 
matter  that  is  probably  septic,  or  where  portions  of  the  cyst  or 
other  structures  that  may  become  devitalized  are  left  in  the 
cavity. 

The  tube  should  be  of  thin  glass,  never  exceeding  half  an 
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inch  in  diameter,  open  at  both  ends,  with  fine  holes  on  the 
sides  extending  within  two  or  three  inches  of  the  mouth,  and 
long  enough  to  reach  to  the  deepest  part  of  the  pelvis.  While 
the  ordinary  tube  in  use  will  generally  drain  the  peritoneal 
cavity  if  placed  at  the  bottom  of  Douglas's  pouch,  it  will  not 
always  do  so.  I  have  had  a  case  where  the  tube  drained  but 
little  for  sixteen  hours,  but  when  withdrawn  for  two  inches  it 
rapidly  filled,  and  a  pint  was  removed. 

The  tube  should  be  made  aseptic,  placed  carefully,  and  the 
incision  closed  tightly  around  it.  The  gauze  and  cotton  over 
the  wound  should  be  protected  by  a  gum  dam.  The  tube 
should  be  emptied  by  suction  with  a  syringe  as  often  as  every 
ten  minutes,  at  first,  but  if  the  secretions  become  less  the 
interval  may  be  made  longer.  Before  using  the  syringe  clean 
towels  should  be  placed  over  the  abdomen  and  closely  fitted 
around  the  tube  and  the  hands  washed.  The  syringe  should 
be  made  clean  and  kept  so  by  washing  immediately  before  and 
after  using  it,  and  may  be  kept  in  a  bichloride  or  carbolic  acid 
solution. 

I  do  not  think  it  the  correct  thing  to  attempt  to  drain  by  the 
use  of  wick  or  gauze  introduced  into  the  tube.  The  gauze 
may  sometimes  be  indicated  around  the  tube  in  cases  where 
the  bowel  has  been  opened  and  cannot  be  closed,  or  where  we 
want  to  drain  from  large  pus-cavities. 


The  President. — As  Dr.  Marcy's  paper  is  on  an  allied  subject  to  that 
of  Dr.  Wathen's,  I  would  suggest,  in  order  to  save  time,  that  Dr. 
Marcy  now  read  his  paper,  and  that  both  be  discussed  together. 
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By  HENRY  O.  MARCY,  M.D., 

BOSTON. 


The  student  who  will  take  the  trouble  to  review  the  various 
methods  which  have  been  put  into  practice  in  one  generation 
only  to  fall  into  disuse  and  be  forgotten  in  a  subsequent  one, 
will  note  that  within  the  last  half-century  the  pendulum  of 
opinion  swung  as  far  away  from  the  attempt  at  surgical  pro- 
cedures for  the  cure  of  hernia  as  at  any  time,  perhaps,  since 
the  days  of  Celsus.  Even  now,  when  the  modern  surgeon 
invades  every  cavity  of  the  human  body  with  a  seeming  im- 
punity which  borders  almost  upon  recklessness,  the  cure  of 
certain  forms  of  hernia  is  acknowledged  as  the  opprobrium 
of  our  art,  and  if  ever  to  be  undertaken,  only  in  cases  of  the 
rarest  exception. 

In  contrast  with  this,  the  following  quotation  from  Arnaud1 
would  do  justice  to  the  most  enthusiastic  surgical  disciple  of 
today:  "It  is  only  since  the  beginning  of  the  present 
age  that  cures  truly  singular  have  been  performed.  The 
knowledge  which  has  been  acquired  in  anatomy,  and  the 
discovery  of  new  kinds  of  ruptures,  have  enabled  skilful 
surgeons  to  correct  the  methods  prescribed  by  former  authors, 
and  to  invent  new  ones,  according  to  the  exigency  of  the 
case.  This  superiority  in  the  knowledge  of  anatomy  has 
taught  them  methodically  to  treat  ruptures  accompanied 
with  putrefaction,  which  used,  within  these  twenty  years, 
to  be  abandoned  to  the  mere  care  of  Nature.  It  has  given 
them  the  boldness  to  cut  away  with  success,  two,  four,  or 
even  six  feet  of  the  mortified  intestine,  in  order  to  secure 

1  George  Arnaud,  "  Treatise  on  Hernia,"  London,  1748. 
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the  rest  from  gangrene.  By  this  exact  knowledge  in  anatomy 
they  are  cured  of  their  prejudice  concerning  the  epigastric 
artery  in  inguinal  ruptures.  They  have  learnt  to  preserve 
the  spermatic  vessels  in  crural  ruptures  of  men  ;  nor  is  there 
any  rupture,  however  complicated  with  adhesions,  which 
they  do  not  surmount.  To  open  the  intestine  in  case  of 
necessity,  and  to  search  out,  in  the  recesses  of  the  ahdomen, 
the  most  remote  strangulations,  are  achievements  only  to  be 
found  in  the  most  modern  surgery,  which  is  not  without  ex- 
pedients in  the  most  desperate  cases.  To  repress  any  doubt 
of  this  truth,  nothing  is  necessary  but  to  look  into  the  memoirs 
of  the  Academy  of  Sciences,  at  Paris,  where  the  most  surpris- 
ing cures  of  this  kind  will  be  found;  such  as  the  people  looked 
upon  to  be  supernatural,  until  they  were  insensibly  familiarized 
to  the  miracles  of  art.  He  who  reads  Mr.  Garengeot's  Treatise, 
of  Operations,  will  see  the  dexterity  requisite  in  the  different 
methods  necessary  for  the  cure  of  these  diseases,  and  find  all 
the  means  of  success  laid  down  according  to  the  greatest 
masters  which  our  nation  has  seen  in  the  last  or  the  present 
age." 

The  opportunity  is  not  afforded  us,  at  this  time,  however 
interesting  and  profitable  it  might  be,  of  wandering  amid  the 
paths  of  history,  but  closely  associated  with  Arnaud  were 
Le  Drau,  Heister,  Percival  Pott,  and  many  others,  under  whose 
leadership  operations  for  the  cure  of  hernia  were  freely  under- 
taken and  followed  with  the  most  excellent  results.  Early  in 
the  present  century,  Camper,  Cloquet,  Cooper,  Gimbernat, 
and  Scarpa,  practically  exhausted  the  subject  of  the  normal 
and  pathological  anatomy  of  hernia.  The  perfection  of  the 
operation  for  the  cure  of  hernia  was,  however,  reserved  en- 
tirely for  modern  surgery. 

The  history  of  the  anatomical  researches  of  the  structures 
involved  in  femoral  hernia  and  their  relations  constitutes  one 
of  the  most  interesting  chapters  in  anatomy.  The  importance 
of  a  correct  anatomical  knowledge  was  recognized  by  Albinus 
and  Heister.  The  sheath  of  the  femoral  vessels  was,  at  this 
time,  a  subject  of  marked  discussion,  and  was  then  called  the 
cellular  substance  of  Ruysch,  who  first  described  it.  This 
tissue,  however,  Heister  considered  as  one  of  the  two  layers  of 
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membrane  of  which  the  peritoneum  was  commonly  supposed 
to  consist.  Gimbernat  made  careful  dissections,  and  clearly 
and  accurately  described  them.  He  pointed  out  that  a  lamina 
of  the  fascia  iliaca  passes  over  the  pectineus  muscle  and  is 
attached  to  the  crest  of  the  os  pubis,  aud  there  unites  with  the 
ligamentous  expansion  which  bears  his  name  and  terminates 
upon  the  same  crest.  "  By  this  union  is  formed  a  species  of 
ligament  which  passes  along  the  crest  immediately  above  the 
insertion  of  the  superior  extremity  of  the  pectineus  muscle; 
from  this  division  of  the  crural  arch,  an  aponeurotic  sheath 
arises  at  the  top  of  the  thigh,  beginning  at  the  crural  arch 
itself,  close  to  the  body  of  the  pubis,  so  that  the  expansion 
which  has  been  described,  and  which  is  sent  from  the  internal 
edge  of  the  arch,  passing  behind  the  iliac  vessels,  forms  the 
posterior  wall  of  the  sheath,  whilst  the  anterior  wall  is  formed 
by  the  external  edge  of  the  fascia  lata." 

Sir  Astley  Cooper  added  materially  to  this  knowledge  by 
his  investigations  of  the  transversalis  fascia,  and  he  demon- 
strated that  a  process  of  it,  in  forming  the  femoral  sheath, 
constituting  its  front  wall,  passes  immediately  behind  Poupart's 
ligament,  and  forms  a  connection  with  its  thin  posterior  edge. 
Mr.  John  Gay,1  who  made  an  exhaustive  study  of  the  anatomi- 
cal relations  in  femoral  hernia  by  the  careful  examination  of 
over  seventy  subjects,  writes  that — "according  to  my  examina- 
tions of  this  structure,  both  before  and  subsequent  to  macera- 
tion of  the  parts,  it  appears  to  be  formed  in  the  following 
manner :  the  inner  portion  of  the  fascia  transversalis  being 
extended  behind  the  crural  arch  downward  into  the  thigh,  in 
front  of  the  femoral  vessels,  constitutes  the  front  wall  of  this 
sheath ;  whilst  the  lateral  expansion  of  this  process,  each 
taking  converse  direction  in  relation  to  each  other,  constitutes 
the  iliac  and  pubic  walls.  These  unite  behind  the  vessels  and 
in  this  manner  complete  the  sheath.  Thus,  in  the  part  of  the 
thigh  under  consideration,  the  sheath  is  wholly  formed  by  an 
expansion  of  the  transversalis  fascia." 

It  might  seem  almost  like  a  retiuement  of  anatomical  differ- 
entiation to  spend  this  vast  amount  of  time  in  special  research 


1  On  Femoral  Rupture,  London,  1848. 
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upon  seemingly  unimportant  tissues,  which  hold  the  relation- 
ship only  to  the  vessels  and  the  parts  which  surround  them, 
but  these  master  anatomists  were  actuated  by  a  far  higher 
purpose  than  that  of  hair-splitting  differences,  since  they 
sought  to  demonstrate  Nature's  defective  construction  which 
makes  femoral  hernia  a  possibility.  For  our  present  purpose, 
in  offering  a  contribution  upon  this  subject  to  a  Societ}-  who  are 
all  learned  anatomists,  it  will  be  sufficient  to  point  out  that  the 
natural  provision  for  an  opening  to  permit  the  passage  of  the 
femoral  vessels  must  be  sufficiently  large  to  provide  for  a  con- 
siderable variation  in  the  amount  of  blood  passing  through 
them,  and  that  the  loose-meshed  connective-tissue  sheath  is  a 
wise  provision  for  their  support.  I  pass  over  purposely  the 
further  consideration  of  the  anatomical  relationship  of  the 
other  structures  involved  in  femoral  hernia,  since  this  well- 
worked  field  oilers  little  that  is  new  or  important.  It  is  well, 
however,  to  emphasize  the  relation  of  the  obturator  artery  to 
the  femoral  ring,  since  once  in  every  three  or  four  individuals 
it  arises  by  a  common  trunk  with  the  epigastric  artery.  This 
vessel  occasionally  curves  along  the  margin  of  Gimbernat's 
ligament,  as  it  passes  to  the  obturator  foramen,  and  when  this 
occurs  it  is  very  likely  to  be  divided  iu  the  operation  for 
strangulated  femoral  hernia. 

It  is  easily  understood,  from  consideration  of  the  anatomy 
of  the  parts,  that  the  femoral  ring,  although  reinforced  and 
protected  in  such  a  marvelous  manner,  must  be  a  weak  point 
in  the  abdominal  wall.  By  congenital  defect,  laxity  of  tissue, 
or  by  long-continued  pressure,  the  peritoneal  covering  over 
the  ring  becomes  pouched,  and  a  lodgment  of  the  abdominal 
contents  serves  as  a  wedge  to  force  open  the  canal.  The 
greater  size  of  the  canal  in  women,  together  with  the  firmer 
character  of  the  inguinal  ring,  renders  this  variety  of  hernia 
more  common  in  the  female. 

When  the  hernial  contents  are  strangulated  the  stricture 
may  be  found  in  the  neck  of  the  sac.  This,  however,  is  rare. 
More  commonly  it  is  at  the  juncture  of  the  process  of  the 
fascia  lata  with  the  edge  of  Gimbernat's  ligament,  or  at  the 
margin  of  the  saphenous  opening. 
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Operation. — When  the  operation  for  a  strangulated  femoral 
hernia  is  under  consideration,  it  is  well  to  remember  that 
pathological  changes  have  greatly  modified  the  normal  ana- 
tomical relationship  of  the  parts.  The  tissues  covering  the 
tumor,  if  of  long  standing,  are  often  blended  into  a  single 
thin-walled  sac.  The  division  of  the  constriction  is  usually 
best  made  by  carrying  the  probe-pointed  knife  upon  the  finger 
carefully  through  it,  and  cutting  obliquely  inward  and  upward 
toward  the  umbilicus.  It  is  often  surprising  to  note  that  the 
division  of  a  few  sharp-edged  tense  fibres  is  quite  sufficient  for 
the  relief  of  the  constriction.  More  commonly  there  is  about 
a  half-inch  space  between  the  ring  and  the  epigastric  artery ; 
should  this  vessel  be  divided,  however,  it  is  not  attended  with 
very  serious  consequences.  As  a  rule,  there  can  be  no  doubt 
but  that,  in  femoral  hernia,  the  sac  should  be  opened  and  ex- 
amined. This  is  even  more  important  than  in  the  other 
varieties  of  hernia,  since  the  sharp-edged  narrow  constric- 
tion often  causes  a  fatal  intestinal  lesion  in  less  than  a  single 
day. 

Having  safely  returned  the  abdominal  contents,  the  subse- 
quent procedures  for  the  purpose  of  cure  is  the  subject  to 
which  I  wish  especialty  to  call  your  attention,  and  it  is  the 
reason  for  the  presentation  of  this  paper. 

The  first  factor  for  consideration  is  the  disposition  of  the 
hernial  sac.  As  a  rule,  it  is  better  that  it  should  be  dissected 
to  its  very  base  and  freed  of  its  attachments  quite  within  the 
ring.  In  doing  this,  we  are  certain  that  no  possible  constric- 
tion at  the  mouth  of  the  sac,  still  grasping  an  unreduced  por- 
tion of  the  intestine,  has  been  overlooked.  The  redundant, 
deformed  peritoneum  may  generally  be  considered  as  a  patho- 
logical factor  to  be  removed.  This,  in  my  judgment,  is  best 
done,  after  having  thus  freed  the  sac,  by  making  it  tense  aud 
ligating  or,  better,  suturing  it  evenly  across  at  its  base  and 
resecting. 

Mr.  Macewen,  in  his  able  article,1  reports  a  number  of  cases 
of  femoral  hernia  treated  satisfactorily  by  the  buttressing  of 
the  parts  with  the  intra-folded  sac,  stitched  within  the  ring. 


1  British  Med.  Journal,  December  10,  1887. 
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Dr.  H.  W.  Cushing,1  of  Boston,  gives  a  detailed  account, 
with  illustrations,  teaching  the  mode  of  applying  the  sutures, 
where  he  adopted  the  Macewen  method  in  the  cure  of  a  case 
of  femoral  hernia  in  a  boy,  and,  after  the  return  of  the  sac 
folded  to  make  a  pad,  he  closed  the  ring  with  silk  sutures.  The 
cure  was  complete. 

Fig.  1. 


Femoral  hernia.    The  first  stitch  taken  parallel  to  the  vein  for  closing  the  crural  iiug. 


Femoral  canal.  The  next  step  in  the  operation  is  the 
closure  of  the  femoral  canal.  After  having  returned  the 
sutured  base  of  the  peritoneum  within  the  ring,  protecting  the 
femoral  vessels  with  the  finger,  by  pressing  them  in  their 
sheath  gently  outward,  introduce  a  curved  needle,  with  eye 

1  Boston  Med.  and  Surg.  Journ.,  December  6,  1888. 


FEMORAL  AND  VENTRAL  HERNIA   IN   WOMAN.  169 

near  the  point,  threaded  with  tendon,  from  below  through  the 
thick  pubic  portion  of  the  fascia  lata  forming  the  external 
lower  border  of  the  ring  upward  through  Poupart's  ligament, 

Fig.  2. 


Femoral  hernia,  showing  a  third  stitch  taken  for  closing  of  the  canal  by  the  use  of 
the  double  continuous  tendon  suture.  The  stitches  are  represented  as  loosely  drawn 
in  order  to  show  the  method  of  suturing.  The  needle  is  passed  through  the  firm 
pubic  fascia  and  the  outer  border  of  the  saphenous  opening,  and  when  drawn  closely 
will  fold  the  latter  inwards. 
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as  far  outward  as  may  be  judged  necessary  to  produce  the 
proper  constriction  of  the  parts  upon  the  vessels ;  unthread  the 
needle,  rethread  with  the  opposite  end  of  the  suture  and  with- 
draw it.  This  makes  a  constricting  loop,  closing  the  outer 
border  of  the  enlarged  femoral  canal  upon  the  sheath  of  the 
vessels.  A  second  continuous  stitch  is  taken  through  the  same 
tissues,  parallel  to  the  first,  from  one-third  to  one-fourth  of  an 
inch  nearer  to  the  median  line;  the  third  continuous  stitch  is 
introduced  into  the  portion  of  the  fascia  lata,  external  and  par- 
allel to  the  saphenous  vein,  in  the  same  manner  as  the  first, 
and  is  carried  upward  to  include  Gimbernat's  ligament  and 
such  portions  of  tendinous  structures  as  may  have  been 
divided.    If  the  operation  has  been  undertaken  for  strangula- 


Fig.  3. 


Shows  the  internal  ring  closed  by  the  double  continuous  tendon  suture.  Stitches 
loose  to  show  method  of  suturing. 

tion,  three  stitches  are  generally  sufficient,  but  a  fourth,  or  as 
many  more  may  be  taken  as  are  required  to  close  evenly  and 
firmly  the  inner  portion  of  the  ring.  By  suturing  in  this 
manner  the  margins  of  the  ring  are  firmly  closed,  and  the 
thick  reinforced  edge  of  the  fascia  lata  is  joined  to  the  borders 
of  Poupart's  ligament. 
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The  lower  part  of  the  canal  is  obliquely  elongated  and  re- 
formed by  drawing  inward  the  weakened  dilated  upper  and 
outer  border  of  tbe  saphenous  ring  and  attaching  it  to  the  firm 
pubic  fascia.  The  folding  over  of  the  fascia  in  this  way  car- 
ries the  saphenous  opening  quite  a  little  to  tbe  inner  side  of 
its  former  site,  while  the  femoral  vessels  are  undisturbed  in 
their  sheath.  The  superficial  tissues  and  skin  are  closely  held 
in  approximation  by  buried  tendon  sutures.  The  wound  is 
sealed  with  iodoform  collodion  without  drainage.  It  is  almost 
needless  to  remark  that  the  strictest  aseptic  care  is  maintained 
during  the  entire  operation,  in  which  irrigation  with  a  weak 
sublimate  solution  serves  an  important  part. 

There  is  but  one  rule,  and  it  cannot  be  too  emphatically  en- 
forced: the  aseptic  suture  must  be  aseptically  applied  in  aseptic 


Fig.  4. 


Needle  used  in  the  application  of  the  deep  double  continuous  suture. 


structures,  and  the  wound  must  be  maintained  aseptic.  The 
failure  of  either  of  the  above-mentioned  factors  not  alone  en- 
dangers the  result,  but  may  be  followed  by  the  most  serious 
consequences.  Modern  surgery  demands  of  the  operator  every 
safeguard  to  insure  an  aseptic  wound,  but  he  who  uses  buried 
animal  sutures  must  take,  if  possible,  even  greater  precautions, 
since  infection  carried  into  a  wound  thus  firmly  closed  is,  for 
obvious  reasons,  attended  with  much  greater  danger  than  in  a 
wound  united  by  interrupted  sutures  which,  at  the  end  of  a 
few  days,  are  to  be  removed,  and  where  drainage  is  relied  upon 
to  permit  the  escape  of  infective  or  foreign  material.  It  is,  in 
part,  on  account  of  defective  technique,  the  use  of  drainage, 
and  the  too  often  septic  wound,  that  failure  to  effect  a  cure 
after  hernial  operations  so  generally  occurs. 


172 


HEXRY    O.  MARCY. 


In  Dr.  William  T.  Bull's1  report  of  sixty-nine  operations  for 
the  cure  of  hernia,  thirty-seveu,  over  fifty  per  cent.,  were  fol- 
lowed by  suppuration.  He  writes :  "  I  am  sure  there  are  more 
cases  of  prolonged  suppuration  and  slow-healing  sinuses,  due 
to  local  sepsis,  than  in  other  wounds." 

In  the  present  state  of  our  knowledge,  notwithstanding  the 
utmost  care  and  precaution,  no  operator  can  be  absolutely  cer- 
tain that  any  given  wound  is  not  infected,  and  that  the  pro- 
cesses of  repair  will  go  on  without  disturbance.  However, 
under  the  modern  methods  of  surgical  operations  and  the 
treatment  of  wounds  thus  made,  the  risk  of  infection  is  so 
minimized  that  as  a  matter  of  practice,  it  is  not  taken  into 
account.  Indeed,  each  year's  experience  adds  to  my  own 
assurance  that  in  every  wound,  deliberately  made  in  uninfected 
tissue,  the  divided  structures  should,  as  far  as  possible,  be 
closed,  layer  by  layer,  with  buried  animal  sutures,  including 
even  the  superficial  tissues  and  skin  itself,  which  latter  is  to 
be  dried  and  immediately  sealed  with  germ-proof  collodion. 
In  all  such  wounds  the  drainage-tube  is  far  worse  than  useless 
— a  positive  source  of  danger — and  when  used  necessitates 
cumbersome,  expensive,  antiseptic  dressings,  involving  unceas- 
ing care  on  the  part  of  both  nurse  and  surgeon.  When  the  loca- 
tion of  the  wound  is  in  the  region  of  the  groin,  as  in  hernia, 
no  matter  how  applied,  these  dressings  often  fail  to  protect 
the  wound,  and  sepsis  follows. 

Under  the  most  favorable  circumstances  with  an  aseptic 
wound,  those  portions  of  divided  structures  which  are  held 
apart  by  the  drainage-tube  must  unite  by  the  comparatively 
slow  process  of  granulation.  I  hold  in  the  highest  esteem  Dr. 
Bull's  ability  as  a  surgeon,  and  feel,  in  common  with  many 
others,  a  deep  obligation  for  his  judicial  article,  giving  a  care- 
ful analysis  of  the  large  number  of  cases  of  hernia  upon  which 
he  has  operated.  I  understand  and  appreciate  the  difficulties 
which  he  has  had  to  meet  and  encounter  in  operating  in  a 
general  hospital,  including  a  large  class  of  neglected  strangu- 
lated hernia?,  conditions  where  the  integrity  of  the  parts  were 
often  seriously  compromised  by  unwarranted  delay  and  inju- 

1  Transactions  New  York  Medical  Association,  18S9. 
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dicious  efforts  at  reduction.  I  am  also  well  aware  of  the  care 
exercised  under  his  direction  in  the  subsequent  treatment  of 
his  patients;  however,  since  he  is  quoted  as  an  authority, 
showing  that  with  all  our  vaunted  measures  of  modern  wound- 
treatment,  a  majority  of  hernial  operations  are  in  a  measure 
confessed  failures,  it  becomes  us  seriously  to  criticise  and 
inquire  if  this  is  the  best  result  that  can  be  expected  in  this 
department  of  surgery.  I  believe  we  are  warranted  in  emphati- 
cally declaring  in  the  negative. 

The  all-important  factor  for  cure  in  inguinal  hernia,  after  the 
removal  of  the  sac,  in  a  manner  to  leave  the  reformed  peri- 
toneum smooth,  is  the  restoration  of  the  obliquity  of  the 
closed  inguinal  canal.  This  can  be  effected  only  by  buried 
sutures,  and-  it  is  easy  of  demonstration  that  along  the  line 
of  an  aseptic  animal  suture,  introduced  aseptically  into  any 
healthy  structure,  there  follows  an  abundant  proliferation  of 
new  connective-tissue  cells,  which  replace  in  a  large  measure 
the  absorbed  sutures  and  greatly  reinforce  the  enclosed  struct- 
ures. In  this  lies  one  of  the  chief  advantages  of  the  tendon 
suture  over  silk,  an  importance  never  to  be  forgotten  in  the 
ligation  of  a  large  vessel  and  in  the  application  of  buried 
sutures,  perhaps  nowhere  of  equal  importance  as  in  the  refor- 
mation of  the  obliquity  of  the  canal  in  inguinal,  and  its  closure 
in  femoral  hernia.  I  am  certain  that  carefully  made  wounds 
in  healthy  tissues,  even  when  of  considerable  magnitude,  as  in 
the  amputation  of  a  breast,  should  be  restored  as  above 
directed.  Repair  goes  on  by  primary  union  as  in  a  subcu- 
taneous wound,  with  not  more  than  2  or  3  per  cent,  of 
failures,  while  5  per  cent,  should  be  ample  for  operative 
wounds  in  general  hospital  practice. 

I  have  been  led  to  this  seeming  digression,  since  a  method 
has  been  devised  and  widely  adopted  for  obviating  the  dangers 
and  lessening  the  ill  effects  resulting  from  suppurating  wounds, 
which  are  recognized  as  so  likely  to  occur  in  operations  for  the 
cure  of  hernia.  This  is  the  open  wound  method  so  ably  advo- 
cated by  the  distinguished  surgeon,  Dr.  Charles  McBurney,  of 
New  York,  and  called  after  his  name.  This  method,  however, 
was  advocated  and  widely  practised  more  than  a  century  ago 
by  Petit,  Le  Dran,  Arnaud,  and  their  followers,  and  when  we 
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consider  the  treatment  of  wounds  at  that  time,  with  far  better 
reasons  than  to-day.  However,  the  great  percentage  of  deaths 
from  peritonitis  and  sepsis  caused  the  abandonment  of  these 
surgical  measures  in  large  degree,  until  the  knowledge  of  the 
role  of  bacteria  in  wounds  led  to  the  antiseptic  dressings  and 
the  modern  methods  of  treatment. 

The  essential  factors  urged  by  Dr.  McBurney  are — first,  and 
I  think  most  wisely,  a  free  dissection  of  the  parts,  the  ligation 
of  the  peritoneal  sac  at  its  very  base,  and  its  removal;  second, 
in  order  to  prevent  its  closure,  the  wound  is  deliberately  filled 
to  its  very  base  with  antiseptic  dressings.  Repair  goes  on 
slowly  until  the  parts  are  finally  closed  by  a  firm,  strong  cica- 
trix. This  method  is  effective  in  preventing  suppuration  and 
germ-contamination,  but  the  wound  heals  slowly  and  often 
leaves  a  tender  and  painful  cicatrix.  I  am  quite  sure  that  cure 
is  more  likely  to  remain  permanent  after  this  method  of  treat- 
ment in  femoral  than  in  inguinal  hernia.  Under  recent  date 
Dr.  McBurney  writes  me  that  "in  femoral  hernia  he  has  never 
known  a  single  failure  when  he  had  treated  the  wound  by  his 
open  method."  Since  I  have  had  no  personal  experience  with 
the  method  advocated  by  Dr.  McBurney,  and  my  criticisms  are 
based  upon  general  principles,  I  quote  from  Dr.  Bull's  paper, 
as  he  has  had  considerable  experience  in  operating  for  the  cure 
of  hernia  by  this  method :  "  I  am  not  convinced  that  it  is  cor- 
rect in  principle,  and  I  believe,  when  time  has  permitted  its 
results  to  be  tested,  that  it  will  be  found  defective  in  practice. 
It  is  certainly  a  perversion  of  our  knowledge  of  the  phenomena 
of  repair  to  assume  that  the  granulative  cicatrix  is  stronger 
than  that  of  primary  union.  There  is  no  other  region  of  the 
body  where  surgeons  of  experience  would  act  in  accordance 
with  this  idea." 

J  began  to  use  the  buried  animal  suture,  in  operating  for  the 
cure  of  hernia,  in  1871,  and  since  that  time,  have  for  the  most 
part  used  it  in  the  closure  of  all  operative  wounds;  and  in  all  my 
operations  for  the  cure  of  femoral  hernia,  where  the  integrity 
of  the  intestine  has  not  been  involved,  I  have  never  observed 
a  subsequent  symptom  indicating  danger,  and,  so  far  as  I  have 
been  able  to  learn,  there  has  not  been  a  single  recurrence. 
Pain  and  discomfort  are  practically  wanting,  and  even  edema 
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of  the  tissues  does  not  ensue.  After  a  few  days  in  bed  the 
patient  is  allowed  to  sit  up.  In  some  instances  I  have  per- 
mitted the  use  of  the  chair  the  second  day  without  any  appa- 
rent harm. 

It  does  not  seem  necessary  to  make  a  special  plea  in  the 
advocacy  of  operative  measures  for  the  cure  of  femoral  hernia. 
This  variety  of  hernia  is  admitted  by  all,  as  one  of  the  most 
troublesome  and  difficult  to  retain  by  instrumental  supports. 
"When  any  portion  of  the  abdominal  contents  escape  through 
the  ring,  its  reduction  is  attended  with  much  greater  difficulty 
than  in  the  other  varieties,  owing  to  the  firm,  tense,  inelastic 
character  of  the  constriction. 

When  not  reduced,  the  danger  to  the  parts  constricted  is  in 
like  ratio  increased  for  the  same  reason.  If  it  can  be  demon- 
strated that  femoral  hernia  is  curable,  then  the  advisability  of 
the  operation  should  be  taken  into  consideration,  and  if  it  can 
be  proved  that  the  cure  remains  permanent  it  adds  much  to 
the  argument  in  favor  of  operative  measures;  but  when  it  is 
demonstrated  that,  under  proper  precautions,  based  upon  an 
accurate  anatomical  knowledge  of  the  structures  involved,  the 
operation  is  not  severe,  does  not  cause  long  detention  from 
active  duties,  does  away  with  the  punishment  inflicted  by  the 
lifelong  wearing  of  a  truss,  and  is  almost  without  danger, 
there  remains  no  reason  why  all  the  sufferers  from  femoral 
hernia  should  not  profit  by  surgical  measures  and  demand  to 
be  restored  to  the  ranks  of  active  service. 

The  operation  for  the  radical  cure  is  obviously  much  more 
simple  where  the  conditions  pertaining  to  incarceration  or 
strangulation  are  absent.  The  normal  anatomical  relationship 
of  the  parts  is  usually  not  much  changed.  The  tumor  is  gen- 
erally small,  the  omentum  or  intestine  easily  returned,  and  the 
sac  may  be  so  thin  and  small  as  to  become  an  unimportant 
factor.  The  danger  of  infecting  the  general  peritoneal  cavity 
scarcely  exists  even  in  the  hands  of  an  inexperienced  operator. 
The  wound  does  not  usually  require  to  be  made  nearly  as  large 
as  where  operation  is  undertaken  for  a  strangulated  hernia, 
yet  it  is  well  to  err  on  the  side  of  a  free  dissection.  The  oper- 
ator must  be  sure  of  the  anatomical  relations  of  the  parts. 
The  femoral  vessels  must  remain  uninjured  in  their  sheath. 


176 


HENRY   O.  MARCY, 


The  greater  danger  attends  the  introduction  of  the  first  stitch, 
since  this  closes  the  canal  on  the  side  toward  the  vessels,  and 
a  puncture  of  the  great  femoral  vein  with  the  needle  might 
result  in  the  most  serious  consequences.  However,  this  warn- 
ing is  of  little  moment  to  the  experienced  surgeon,  since  the 
sheath  of  the  great  femoral  vessels  is  the  first  anatomical  land- 
mark to  be  located  with  exactitude. 

Umbilical  and  Ventral  Hernia. 

My  purpose  is  by  no  means  to  write  exhaustively  upon  the 
interesting  subject  of  the  cure  of  umbilical  and  ventral  hernia 
in  the  female.  Every  surgeon  is  brought  face  to  face  with  the 
most  serious  dangers  to  life  in  the  treatment  of  old  strangu- 
lated umbilical  hernia,  and  it  is  a  common  experience  to 
bemoan  a  life  lost  by  the  delay  and  neglect  attendant  upon 
the  effort  at  relief.  Until  within  a  very  recent  period  few 
complications  in  surgery  have  been  held  in  greater  fear,  since 
the  infective  peritonitis,  which  often  followed  operative  meas- 
ures, ended  so  fatally. 

I  am  constrained  to  believe,  from  my  own  experience,  that 
by  far  the  larger  number  of  cases  of  strangulated  umbilical 
hernia  are  still  improperly  treated  owing  to  this  dominating 
fear.  As  in  the  other  varieties  of  hernia,  prolonged  and  re- 
peated attempts  at  reduction,  with  the  application  of  far  too 
great  and  oftentimes  illy  adapted  force,  are  made;  and  even 
after  failure  by  these  measures,  inexcusable  delay  frequently 
follows  before  the  physician,  the  friends,  and  patient  are 
educated  up  to  the  undertaking  of  what  they  consider  the 
dernier  ressort,  surgical  interference — and  which,  indeed,  if  re- 
lied upon  at  this  period  of  the  disease,  is  associated  with  extreme 
danger,  a  danger  to  be  emphasized  as  dependent  not  upon  the 
surgical  measures  undertaken  for  the  relief,  but  upon  the  con- 
dition of  the  incarcerated  abdominal  organs,  which  have  been 
subjected  to  the  criminal  manipulation  and  neglect  of  an  in- 
competent adviser. 

The  number  of  lives  lost  annually  by  want  of  proper  treat- 
ment is  far  greater  than  is  generally  supposed,  and  it  is  hardly 
possible  to  emphasize  too  strongly  the  condemnation  of  the 
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Mieawber-like  policy,  which  is  the  too  common  practice  in 
dealing  with  this  serious  lesion. 

There  is  but  one  surgical  rule  to  be  adopted  in  the  treatment 
of  strangulated  umbilical  hernia — an  immediate  and  careful 
attempt  at  reduction  should  be  made  under  ether,  and  this 
failing,  the  constriction  must  be  at  once  divided.  This  gener- 
ally necessitates  the  opening  of  the  sac,  which  is  important, 
even  in  recent  cases,  in  order  that  the  surgeon  may  determine 
the  condition  of  the  constricted  contents.  When  it  is  found 
that  these  admit  of  a  safe  return  into  the  abdominal  cavity, 
the  problem  then  confronting  the  surgeon  is,  Shall  an  effort  be 
made  to  effect  a  permanent  cure  of  the  disability  ? 

I  think  the  consensus  of  surgical  opinion  is  in  favor  of  an 
affirmative  reply ;  and  that  the  large,  old,  deformed  sac  should 
be  resected  and  removed  as  a  pathological  factor.  Having 
done  this,  the  more  common  method  advocated  is  to  join  the 
pillars  of  the  ring  with  deep  interrupted  sutures,  preferably  of 
wire,  the  application  of  an  antiseptic  dressing,  and  a  support- 
ing abdominal  bandage.  I  wish  especially  to  invite  your  at- 
tention to  women  with  thick,  heavy  abdomens,  suffering  from 
irreducible  or  uncontrollable  umbilical  hernia.  The  hernial 
contents  often  become,  at  an  early  stage  of  the  disease,  adher- 
ent and  irreducible.  It  is  at  first  for  the  most  part  omentum, 
and  later  is  associated  with  a  more  or  less  easily  replaced  loop 
of  intestine.  This  in  time  may  become  adherent,  and  the 
patient  is  rendered,  in  a  degree  at  least,  an  invalid,  subject  to 
colic  pains  with  the  whole  catalogue  of  intestinal  disturbances. 
These  permanent  tumors  are  oftentimes  of  very  considerable 
size,  and  at  the  best  are  imperfectly  supported  by  trusses 
especially  designed  for  this  purpose.  The  patient  is  limited 
in  physical  exertion,  is  constantly  more  or  less  a  sufferer,  and 
ever  in  danger  of  intestinal  obstruction. 

What  are  we  to  do  in  the  case  of  this  very  considerable 
class  of  invalids?  is  the  question  which  is  constantly  presenting 
itself  to  the  surgeon  for  solution.  The  early  surgical  writers, 
from  Celsus  down  to  the  French  masters  of  the  last  generation, 
advocated  and  practised  a  variety  of  operations  for  the  cure 
of  umbilical  hernia.    The  chief  difference  of  opinion  was  in 

Obst  Soc  12 


178  HENRY  O.  MARCY, 

reference  to  the  disposition  of  the  sac :  should  it  be  ligated 
unopened  ? 

We  now  see  clearly  the  reason  why  in  the  larger  experience 
it  was  found  advantageous  to  ligate  the  sac  at  its  base,  un- 
opened, since  this  was  constricted  sufficiently  to  produce 
necrosis,  and  the  resulting  wound  was  almost  necessarily  an 
infected  one,  healing  only  slowly  as  a  suppurating  wound. 
Beginning  with  the  present  century,  operative  measures  for 
the  cure  of  hernia  were  almost  absolutely  abandoned,  and  the 
first  case  of  which  I  find  any  record  in  America,  where  the 
operation  was  deliberately  undertaken  for  the  cure  of  an  old, 
large,  umbilical  hernia,  followed  by  recovery,  was  that  pub- 
lished by  Dr.  H.  R.  Storer,1  1866,' now  of  Newport,  R.  I.  I 
well  remember  the  storm  of  criticism  evoked  in  Boston  at  the 
presumption  of  doing  an  operation  so  dangerous  to  life,  which 
the  verdict  of  surgical  opinion  had  pronounced  as  unwar- 
ranted, an  opinion  which  I  regret  to  believe  still  generally 
prevails,  and  which  a  prominent  physician  of  Boston,  within  a 
few  days,  in  speaking  of  Dr.  Storer's  operation,  characterized 
as  foolhardy  and  unwarranted. 

I  cannot  question  but  that  the  opinion  of  a  majority  of  the 
members  of  this  Association,  accustomed  as  you  are  in  your 
daily  experience  to  laparatomies  undertaken  for  a  variety  of 
purposes,  will  consider  an  operation  attempted  for  the  cure  of 
this  troublesome  affection  far  more  favorably  than  the  general 
surgeon,  or  the  rank  and  file  of  the  profession. 

All  will  agree  that  the  class  of  sufferers  under  consideration 
are  seriously  disabled,  and  ever  at  the  risk  of  a  possible  danger 
to  life.  The  question  at  issue  is  to  determine  if  cure  is  possi- 
ble, and  if  the  measures  proposed  for  this  purpose  are  of  a 
character  that  warrants  their  advisement  and  adoption.  To 
the  questions  thus  presented,  I  think  the  evidence  is  sufficiently 
ample  to  give  an  affirmative  answer.  That  cure  is  effected  by 
removal  of  the  sac  and  closure  of  the  opening  in  the  abdominal 
wall,  few  can  question,  and  that  the  cure  generally  remains 
permanent  there  is  abundant  proof.  The  danger  of  the  opera- 
tion has  been  considered  sufficiently  great  to  regard  the  risk 


i  New  York  Medical  Record,  1866-67,  pp.  73-76. 
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as  unwarrantable,  and  this  is  the  factor  of  the  problem  that 
needs  most  careful  elucidation. 

It  is  easy  to  comprehend  why  laparatomy,  two  decades  ago, 
was  undertaken  with  fear  and  trembling,  when  a  large  propor- 
tion, if  not  the  majority  of  the  patients  operated  upon,  died 
from  an  infective  peritonitis.  There  are  few  of  us  who  do  not 
mark  the  present  contrast  with  a  feeling  akin  to  wonder  and 
astonishment. 


Fig.  5. 

do  hfi- 


Umbilical  Hernia,    a, a.  Integument,  b.  Fat.  c.  Abdominal  muscles,  d.  Peritoneum. 
e,e.  Hernial  sac.  /.  Mouth  of  sac;  umbilical  ring. 

The  operation,  undertaken  for  the  cure  of  umbilical  hernia, 
when  the  contents  of  the  tumor  are  non-adherent  and  can  be 
returned,  may  justly  be  considered  as  an  exploratory  lapar- 
atomy, to  be  done  with  all  the  care  of  the  modern  aseptic 
operator.  He  who  is  skilled  in  making  and  maintaining  au 
aseptic  wound  has  little  to  fear,  since  the  danger  is  almost 
altogether  summed  up  in  the  one  word — infection. 

In  large,  old,  irreducible  hernise  the  problem  is  less  simple. 
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Adhesions  of  the  omentum  are  unimportant,  althouhg  there 
may  be  bleeding-points  in  the  separated  parts.  The  omentum 
itself  is  not  seldom  so  altered  at  the  point  of  constriction  about 
the  ring  as  to  be  separated  with  difficulty,  and  so  deformed  as 
to  make  its  return  within  the  abdominal  cavity  ill-advised.  It 
is  not,  however,  a  serious  complication  to  remove  considerable 
masses  of  omentum  and  to  control  the  resultant  hemorrhage. 
Sew  through  the  base  of  the  unconstricted  part  with  one  or 
even  two  lines  of  continuous  sutures.  It  must  be  remembered 
that  necrosis,  by  a  too  firm  compression,  such  as  too  commonly 
follows  from  ligation,  is  to  be  avoided.  Compression  evenly 
applied,  although  quite  moderate,  is  sufficient  to  control  any 
ordinary  hemorrhage.  When  loops  of  intestine  are  adherent, 
much  care  is  demanded  in  separation,  and  oftentimes  it  is 
wiser  to  resect  a  portion  of  the  sac  at  the  point  of  adhesion. 
A  few  light  running  stitches  are  sufficient  to  intra-fold  this,  a 
precaution  to  be  recommended  before  returning  the  intestinal 
loop  into  the  abdomen. 

In  umbilical  hernia  the  sac  differs  essentially  from  that  in 
the  other  forms  of  hernia,  in  that  the  whole  peritoneal  pouch 
is  generally  closely  united  to  a  thinned-out  cutaneous  invest- 
ment. This  skin  covering  the  sac  is  of  no  value  in  the  restora- 
tion of  the  parts;  its  vascularization  is  greatly  diminished,  and 
when,  under  favorable  circumstances,  a  portion  of  it  is  retained 
for  a  special  reinforcement  to  the  parts,  its  vitalization  is  so 
defective  as  to  break  down  easily  and  complicate  the  repair 
processes.  It  is  therefore  better,  as  a  rule,  to  resect  the  perito- 
neal sac  and  its  external  envelope  quite  to  the  margin  of  the 
ring. 

The  reinforced  bands  of  connective  tissue  which  surround 
and  fortify  the  ring  are  subject  to  considerable  modifications 
of  treatment,  dependent  upon  their  disposition.  When  the 
opening  is  small,  two  or  three  deep  stitches  may  be  sufficient 
to  unite  the  edges  of  the  ring  and  hold  them  in  firm  apposition. 
If  the  opening  of  the  ring  is  considerably  larger  and  the  edge 
of  the  ring  sharp  and  firm,  under  favorable  conditions  I  do 
not  hesitate  to  recommend  following  down  the  peritoneal 
folds  of  the  sac  and  separating  them  quite  within  the  edge  of 
the  ring,  and  joining  the  peritoneum  with  a  line  of  continuous 
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tendon  sutures,  before  resecting  as  advised  in  the  treatment  of 
the  sac  in  other  varieties  of  hernia.  This  has  its  advantage,  in 
that  the  abdominal  cavity  is  thus  shut  off  from  extraneous  con- 
tact, and  the  subsequent  steps  of  the  operation  can  be  con- 
ducted, if  desired,  under  the  protection  of  irrigation.  Moreover, 
it  refreshes  the  edge  of  the  ring,  which  favors  a  better  reunion 
of  the  parts.  The  edges  of  the  ring  are  often  advantageously 
split  laterally,  which  permits  the  union  of  the  parts  by  a 
double  row  of  buried  continuous  sutures. 


Fig.  6.  Fig.  7. 

(i  c  da 


Fig.  6.— Peritoneum  united  after  resection  of  the  sac.  The  abdominal  wall  divided 
laterally  for  coaptation,  a.  Skin.  6.  Fat.  c.  Abdominal  muscles,  d.  Peritoneum. 
e.  Line  of  resected  peritoneum.  /.  Outline  of  rounded  sac.  g,  g.  Lateral  division  of 
abdominal  wall. 

Fig.  7.— Diagram  of  the  abdominal  wall  after  union  of  the  parts,  a.  Skin.  b.  Fat. 
c.  Abdominal  ^muscles,  d.  Peritoneum.  e,e.  Line  of  union  of  abdominal  wall  after 
coaptation. 

Again, 'it  is  sometimes  wiser  to  resect  the  ring  altogether 
and  close  the  walls  of  the  abdomen  as  in  an  ordinary  lapar- 
atomy. 


182 


HENRY  O.  MARCY, 


I  do  not  hesitate  to  advise  the  use  of  the  deep,  double,  con- 
tinuous tendon  suture,  applied  in  the  same  manner  as  recom- 
mended in  femoral  hernia,  only  the  needle  and  tendon  should 
be  of  a  larger  size  and  the  sutures  taken  at  a  considerable 
distance  away  from  each  side  of  the  margins  of  the  opening, 
in  order  to  coapt  and  evert  the  enclosed  portions.  By  the 
introduction  of  the  sutures  in  this  manner,  as  also  in  the 
splitting  of  the  edges  of  the  ring  laterally,  the  object  gained 
is  the  thickening  and  reinforcement  of  the  parts. 

The  superficial  tissues  are  to  be  joined  by  a  line  of  light 
running  sutures,  as  also  the  skin  itself,  the  needle  penetrating 
from  side  to  side  the  deeper  layer  only,  and  the  dressing  is 
completed  by  the  application  of  iodoform  collodion,  reinforced 
by  a  few  fibres  of  cotton.  Since  the  patient  generally  has 
heavy  abdominal  walls,  it  is  well  to  apply  a  rather  firm^  wide 
bandage.  Almost  the  only  subsequent  care  necessary  is  to 
maintain  the  patient  at  rest  in  a  position  where  the  recti 
muscles  are  not  called  into  use. 

I  have  had  occasion  to  operate  upon  a  very  considerable 
variety  of  umbilical  herniae  where  I  have  put  in  practice  the 
measures  above  recommended.  Although,  in  a  number  of 
instances,  I  have  resected  considerable  portions  of  omentum, 
I  have  never  seen  any  ill  results  therefrom,  and  in  no  case 
where  the  integrity  of  the  intestine  was  not  involved  has  the 
patient  even  approached  the  danger-line.  So  far  as  I  have 
been  enabled  to  follow  my  cases,  cure  has  not  alone  been 
speedily  obtained,  but  it  has  remained  permanent. 

Dr.  Championniere,  of  Paris,1  writes  :  "  I  believe  the  urgency 
for  the  cure  of  umbilical  hernia  to  be  very  great,  and  I  do  not 
hesitate  to  advise  every  young  woman,  whether  the  hernia  be 
large  or  small,  to  be  operated  upon,  since  she  is  doomed  her 
life  long  to  a  painful  and  dangerous  infirmity.  The  operation 
now  is  excellent,  and  the  danger  is  not  materially  greater  than 
in  other  varieties.'' 

He  advises  the  dissection  of  the  sac  to  its  very  base,  suturing 
across  and  removing  it.    He  closes  the  walls  with  interrupted 

1  "Etude  sur  la  Cure  radicale  de  la  Hernie  non-etranglee,"  Journ.  de  Med.  et 
Chir.,  1888. 
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catgut  sutures,  applied  iu  layers,  outside  of  which  are  generally 
stay  sutures.  "  The  ideal  of  hernial  surgery  is,  that  opera- 
tions should  be  done  before  the  tumor  becomes  very  large. 
We  should  then  avoid  the  descent  of  the  large  intestine,  the 
great  size  of  the  tumor,  and  the  complications  of  the  general 
health."  This  author  is  assured  that  if  suppuration  even  in 
slight  degree  ensues,  the  chances  of  relapse  are  greatly  in- 
creased. 

It  is  now  nearty  five  years  since  I  adopted  the  method  of 
uniting  the  abdominal  walls  by  means  of  buried  animal  sutures 
in  all  cases  of  laparatomy,  and  in  considerably  more  than  one 
hundred  cases  which  I  have  thus  united,  so  far  as  I  have  been 
able  to  follow  them,  there  has  been  but  one  case  of  ventral 
hernia.  In  this  case  I  performed  hysterectomy  for  the  removal 
of  a  large  fibroid  tumor,  and  the  abdominal  walls  had  been  for 
a  long  time  extremely  attenuated.  In  this  manner  I  cured  one 
case  of  ventral  hernia,  where  the  opening  was  of  considerable 
length,  extending  below  the  umbilicus,  and  the  tumor  the  size 
of  an  adult  head. 

The  various  forms  of  large  ventral  hernia,  other  than  um- 
bilical, are  usually  the  result  of  injury  to  the  abdominal  wall, 
more  commonly  following  laparatomy.  Some  authorities  state 
that  ten  per  cent,  of  all  laparatomies  are  followed  by  hernia. 
I  think  this  is  a  large  estimate,  but  abdominal  surgery  un- 
doubtedly has  greatly  increased  this  class  of  sufferers.  When 
the  result  of  injury,  the  peritoneal  sac  may  be  wanting.  There 
is  very  rarely  a  firm  inelastic  ring  at  the  base,  and  strangula- 
tion far  less  commonly  supervenes;  but  a  marked  degree  of 
invalidism  often  results  from  the  difficulty  of  the  retention  of 
the  abdominal  contents,  and  operation  is  advised  when  the 
disability  is  at  all  marked.  The  technique  is  exceedingly 
simple,  consisting  of  reduction  of  the  hernial  contents,  resec- 
tion of  the  sac,  and  a  firm  closure  of  the  abdominal  walls  as 
recommended  in  umbilical  hernia. 

No  chapter  in  the  history  of  surgery  surpasses  in  interest 
and  profit  that  of  wound  treatment  in  the  last  two  decades. 
The  biological  investigations  of  bacterial  growth  in  its  omni- 
present energy  and  potent  influence  over  the  human  race  for 
good  or  evil,  are  still  so  recent  that  we  are  yet  unable  fully  to 
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appreciate  or  fairly  judge  of  their  importance  and  value.  Truth 
is  ever  more  marvelous  than  fiction,  and  the  new  world  to 
which  we  are  introduced  by  means  of  the  modern  microscope, 
although  infinitely  small  in  its  individual  membership,  pos- 
sesses a  power  infinitely  great  over  the  higher  organisms  from 
birth  until  death.  So  fundamental  and  far-reaching  are  these 
hitherto  unknown  factors  of  biological  character  that  they 
underlie,  and  in  large  measure  modify,  our  very  existence. 
Without  their  potent  energies  the  very  life  processes  must,  in 
a  short  period,  cease  upon  our  planet,  dependent  as  they  are 
upon  the  never-ending  round  of  the  transmutability  of  material 
upon  which  life  itself  must  exist. 

By  the  misdirected  force  of  this  invisible  power  the  higher 
organic  life  is  ever  threatened — known  to  us  under  the  various 
names  by  which  we  call  the  more  common  and  fatal  diseases. 
Introduced  into  wounds,  these  organisms  become  agents  en- 
dowed with  the  highest  potency  of  a  death-dealing  character. 
By  a  better  knowledge  of  our  invisible  vital  surroundings, 
many  of  the  hitherto  inscrutable  mysteries,  fraught  with  pain 
and  suffering  and  the  foreshortening  of  our  very  existence, 
are  being  made  clear.  Tbe  hidden  rocks  and  reefs  so  fatal, 
during  all  the  centuries,  to  the  barks  of  life,  launched  upon 
the  great  ocean  of  existence,  with  painstaking  care  and 
fidelity  are  being  mapped  and  charted.  This  work  of  the 
present  generation  is  elevating  medicine  and  surgery  from  an 
art  into  a  really  great  science — God's  own  law  of  wonder- 
working from  the  infinitely  small  to  the  infinitely  great — 
science,  the  gospel  of  a  new  dispensation ;  knowledge,  which 
has  its  better  definition,  as  pure  and  simple  Truth. 


DISCUSSION  OF  THE  PAPERS  OF  DPS.  WATHEN 
AND  MARCY. 

Dr.  J.  Henry  Carstens,  of  Detroit. — Mr.  President :  It  gives  me 
great  pleasure  to  indorse  everything  that  has  been  stated,  excepting 
the  use  of  ether.  I  hope  that  some  fine  day  the  hub  will  learn  from 
the  tire  out  West  that  chloroform  is  the  best.  I  have  had  the  same 
experience,  doing  these  operations  in  the  old  way,  with  drainage-tube 


Fig.  1.  The  Old  Method. 


Fig.  2.  Frequent  Kesult  of  Old  Method. 

Commencing 
hernia. 


Fig.  3.  The  New  Method. 


Should  be  sewn  thus : 


Transversalis 

z5"  Rectus 
Fascia 
•  Ppritonewn 


Sew  peritoneum  to  peritoneum,  fascia  to  fascia,  rectus  to  rectus, 
especially  transversalis  to  transversalis,  fat  to  fat,  with  animal  suture, 
and  finally  the  skin  with  interrupted  silkworm  gut. 


Carstens,  facing  page  184. 
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and  so  on,  until  I  wearied  of  the  method,  for  I  found  there  were  no 
radical  results  iu  these  operations  for  strangulated  hernia.  I  then 
tried  a  new  plan.  My  plan,  somehow  or  other,  agrees  quite  perfectly 
with  that  of  Dr.  Marcy.  I  operated  twice — once  six  months  ago  and 
once  two  months  ago — on  a  woman  for  femoral  hernia.  I  saw  her  quite 
late ;  it  had  been  strangulated  for  three  or  four  days.  Why  the  gut 
had  not  sloughed  oft",  I  do  not  know ;  it  was  firmly  strangulated.  It 
was  a  double  femoral  hernia.  I  make  the  usual  incision  and  return 
the  gut  if  it  is  healthy  ;  then  I  take  silk  in  the  needle  which  I  use  on 
the  lacerated  cervix,  encircle  the  hernial  opening  completely,  and  tie 
so  as  to  close  the  opening  perfectly.  I  do  not  like  to  trust  catgut, 
because  I  am  afraid  it  will  not  last  long  enough  before  it  is  absorbed. 
For  this  reason  I  use  silk — being  careful,  of  course,  to  avoid  the  ves- 
sels— and  cut  it  off  short.  Then  I  dissect  out  the  sac  in  the  usual  man- 
ner, and  also  cut  it  off  short.  Then  with  catgut  I  carefully  sew  up 
the  wound  in  the  usual  manner — through  and  back,  up  and  down — 
until  the  wound  is  entirely  closed,  except  the  skin,  which  I  close  with 
two  or  three  silkworm-gut  sutures,  then  put  on  an  aseptic  dressing 
of  ordinary  gauze,  and  the  results  so  far  have  been  very  good.  No 
drainage-tube  has  been  used  ;  no  suppuration  ensues ;  the  wound  heals 
up  completely  and  firmly,  and  the  patient  gets  up  in  six  or  seven  days. 
In  a  case  I  operated  on  eight  months  ago  the  cure  seems  to  be  per- 
manent, and  I  would  strongly  indorse  what  Dr.  Marcy  emphasized — 
that  the  use  of  drainage-tubes  in  the  operation  for  hernia  ought  to 
cease. 

Dr.  Henry  O.  Marcy,  of  Boston. — I  take  pleasure  in  exhibiting, 
at  the  request  of  some  of  the  Fellows,  samples  of  kangaroo  tendons, 
in  the  condition  in  which  they  are  sent  to  me  from  Australia.  It  will  be 
noted  that  this  animal  has  the  tendon  of  the  tail  disposed  in  a  bundle 
of  parallel  fibres  running  its  entire  length.  These  vary  in  size,  de- 
pendent upon  the  size  and  species  of  the  animal.  As  will  be  observed* 
they  are  easily  separated  into  even,  round,  smooth  strands  of  uniform 
size.  Those  from  the  species  called  the  Wallabee  are  preferable,  since 
the  size  of  the  tendons  is  that  more  commonly  desired  for  the  suturing 
of  wounds.  They  vary  somewhat  in  length,  averaging  about  twenty 
inches.  I  have  carefully  studied  the  tendons  of  every  animal  which 
I  have  thought  could  furnish  the  material  suitable  for  sutures.  The 
Indian  of  the  Northwest  still  uses  as  thread  for  domestic  purposes  the 
fascia  lata  of  the  moose,  which  is  sun-dried  and  maintained  dry  unti 
wanted  for  immediate  use.  It  is  not  unlike  the  fascia  lata  of  the  buf- 
falo, which  from  time  immemorial  until  recently  furnished  an  ample 
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supply.  It  is  almost  identical  with  that  of  the  reindeer  of  Northern 
Europe,  which  is  still  largely  in  use  there  as  a  suture  material  for 
domestic  and  other  purposes.  Tendons  of  this  character  have  fur- 
nished me  in  part  suture  material  for  surgical  purposes  for  the  last  ten 
years.  They  are,  however,  very  inferior  to  kangaroo-tendon  sutures. 
The  only  other  animals  which  I  know  that  have  tendons  similarly  dis- 
posed are  the  common  rat,  the  squirrel,  and  the  opossum. 

Dr.  C.  H.  Mastin,  of  Mobile,  has  recently  sent  me  specimens  from 
the  tail  of  the  opossum,  which  furnish  excellent  suture  material,  but 
are,  unfortunately,  only  ten  or  twelve  inches  in  length. 

I  sent  to  Australia  more  than  ten  years  ago  for  a  supply  of  tendons 
from  the  tail  of  the  kaugaroo,  inferring  from  the  relationship  of  the 
species  with  the  squirrel  and  opossum  that  the  tail  of  this  animal  should 
furnish  similar  tendons,  and,  of  course,  much  longer  and  larger.  Only 
after  many  and  repeated  efforts  have  I  within  the  last  two  or  three 
years  been  enabled  to  furnish  a  supply  much  in  excess  of  my  own 
immediate  requirements.  In  earlier  years  I  have  paid  any  price 
demanded — even  in  Australia  sixty  cents  per  strand,  by  the  hundred. 
Now  an  arrangement  has  been  effected  by  which  an  ample  supply  may 
be  secured  for  furnishing  the  entire  profession  with  reliable  tendons, 
prepared  under  my  own  personal  supervision,  at  a  cost  of  810  per 
hundred.  These  are  kept  by  Messrs.  Codman  &  Shurtleff,  of  Bos- 
ton, the  well-known  instrument-makers,  from  whom  they  can  be 
obtained,  or,  if  preferred,  by  sending  directly  to  me.  At  this  price 
the  cost  is  not  much  in  excess  of  well-selected  and  properly  prepared 
catgut,  to  which  it  is  in  every  way  greatly  superior. 

The  tendons  are  taken  from  recently  killed  animals,  are  quickly  sun- 
dried,  and  kept  dry  until  ready  for  preparation.  They  are  then  soaked 
until  soft  in  a  sublimate  solution  (1 : 1000),  carefully  separated,  sorted, 
and  quickly  dried.  They  are  then  immersed  in  ether  for  twenty-four 
hours,  although  this  seems  hardly  necessary,  as  they  appear  to  be  abso- 
lutely free  of  fat.  After  this  they  are  chromicized  and  permanently 
put  up  in  a  solution  of  carbolic  oil  (1  :  10),  after  the  Lister  formula 
for  the  preparation  of  catgut. 

They  should  be  retained  in  the  carbolized  oil  until  required  for  use, 
then  wrapped  in  a  towel  wrung  from  1  :  1000  mercuric  solution  for  a 
few  minutes,  which  makes  them  supple  and  easy  of  application.  They 
do  not  soften  and  swell  as  catgut  similarly  treated.  It  must,  however, 
be  remembered  that  every  precaution  of  modern  surgery  is  demanded 
in  placing  aseptic  buried  sutures  aseptically  in  aseptic  wounds. 

I  have  experimented  in  the  preparation  of  suture  material  in  the 
various  ways  advocated  by  a  number  of  authors.    I  have  found  none 
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so  trustworthy  as  the  chromicized  suture  permanently  kept  in  carbol- 
ized  oil.  I  quite  prefer  not  to  use  it  until  it  has  been  prepared  for  six 
months,  and  it  appears  to  improve  with  age.  In  the  larger  sizes  in 
well-vitalized  tissues,  it  can  be  demonstrated  after  three  or  four  weeks, 
and  a  marked  thickening  of  the  tissues  is  observed  along  the  line  of 
the  buried  sutures  for  a  considerable  period  longer. 

Catgut  has  many  defects,  chief  of  which  is  that  for  days  together 
the  intestines  of  the  animals  from  which  it  is  made  must  remain  in  a 
state  of  active  putrefaction,  in  order  to  separate  the  connective-tissue 
sheath  from  the  other  coats  of  the  bowel.  This  is  then  subdivided  as 
required  in  size,  and  twisted  into  a  thread — the  ordinary  catgut  or 
violin-strings  of  commerce. 

The  sterilization  of  this  material,  to  render  it  safe  for  sutures  and 
ligatures  and  not  injure  its  integrity,  is  by  no  means  easy.  It  has 
been  shown  by  many  observers,  that  especially  the  larger  sizes  of  cat- 
gut prepared  for  surgical  use  contain  bacteria  capable,  under  favorable 
circumstances,  of  reproduction.  This  is  doubtless  the  most  valid  rea- 
son why  catgut  as  a  suture  material  has  fallen  into  disuse.  When  its 
histological  elements  are  investigated  it  will  be  seen  that  its  ultimate 
fibres  cross  each  other  diagonally  to  the  long  axis  of  the  bowel.  This 
is  an  admirable  disposition  to  allow  of  the  ever- varying  size  of  the 
intestine,  but  is  little  suitable  for  the  purposes  of  great  strength  and 
inelasticity.  The  illustration  is  not  overdrawn  in  the  comparison  of 
the  attempt  to  make  a  strong  cord  by  cutting  the  finest  woven  fabric 
upon  the  diagonal  and  twisting  it. 

So  great,  however,  is  the  strength  of  the  connective  tissue  of  ani- 
mals, that  catgut  when  kept  dry,  as  all  know,  is  capable  of  resisting 
great  strain,  as  in  the  high  tension  of  musical  instrument  strings. 
But  when  macerated— a  softening  process  which  must  take  place  in 
the  tissues  of  the  body— the  catgut  unfolds  and  becomes  a  soft  elastic 
material.  This  explains  why  in  the  interrupted  suture  the  knot  is  so 
untrustworthy.  The  tendons  proper  of  animals  have  their  fibres  uni- 
formly disposed  in  parallel  lines,  and  as  a  consequence,  when  moist, 
are  many  times  stronger  than  the  same  size  of  catgut. 

Under  the  most  favorable  circumstances  sterilized  silk  sutures  dis- 
appear far  too  slowly  and  for  this  reason,  if  used  in  any  quantity,  must 
generally  be  applied  in  a  manner  to  permit  of  removal.  When  buried 
within  the  tissues  they  are  more  generally  encapsulated  rather  than 
absorbed,  and  often,  even  after  many  months,  produce  irritation,  and 
are  thrown  off  as  a  foreign  body.  A  properly  prepared  aseptic  animal 
suture,  buried  aseptically  in  healthy  tissues,  slowly  disappears,  and,  as 
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histological  studies  abundantly  prove,  it  is  in  a  large  measure  re- 
placed by  connective-tissue  cells,  making  a  band  of  living  constrict- 
ing or  supporting  structure  surrounding  the  included  part.  This  will 
be  seen  to  be  of  the  highest  importance  in  the  ligaturing  of  large 
vessels,  and  of  almost  equal  value  in  the  supporting  of  many  of  the 
structures  coaptated  in  wounds,  as,  for  example,  in  hernia,  repair  of 
the  perineum,  etc. 

I  am  certain  that  one  of  the  greatest  advances  of  modern  surgery 
is  found  in  the  immediate  coaptation  of  all  well-vitalized  aseptic  wounds, 
hermetically  sealed,  without  drainage.  For  this  purpose  the  tendon 
suture  is  the  ideal  material,  and  I  hazard  very  little  in  predicting  that, 
at  an  early  date,  the  clumsy,  bungling  method  of  closing  wounds  with 
interrupted  sutures,  at  the  best  liable  to  infection  and  subsequent  danger, 
will  be  relegated  to  history,  and  the  tendon  suture  will  become  an 
indispensable  factor  in  wound  treatment. 

Dr.  William  J.  Asdale,  of  Pittsburg. — I  rise  to  say  a  word  on 
the  subject  of  drainage  and  the  drainage-tube.  Someone  has  said : 
"  When  in  doubt  what  to  do,  drain."  Some  other  one  has  said  :  "  When 
in  doubt  what  to  do,  don't  drain."  Anyone  who  has  done  a  consider- 
able number  of  hysterectomies  per  vaginam  will  testify  to  the  large 
amount  of  serous  flow  which  follows  that  operation  during  the  first  few 
days.  It  is  invariably  the  rule  ;  such,  at  all  events,  is  my  experience. 
Now  the  very  excellent,  uniformly  excellent,  results  of  this  operation, 
properly  done,  in  suitable  cases,  persuade  me  that  the  very  ample 
drainage  has  a  great  deal  to  do  with  our  success ;  therefore,  I  take  it 
this  is  an  argument  in  favor  of  drainage  in  all  cases.  Hence,  I  use 
the  drainage-tube  when  I  am  in  doubt  what  to  do.  But  I  wish  to 
speak  particularly  of  the  use  of  the  perforated  glass  drainage-tube. 
As  I  understand  Dr.  Wathen,  he  would  recommend  one  with  a  closed 
inner  end  and  many  perforations.  I  do  not  care  where  the  perforations 
are,  whether  near  the  upper  or  near  the  lower  end  of  the  tube ;  at  its 
middle  or  all  along  its  length  ;  nor  whether  few  or  many — a  glass 
drainage-tube  having  such  small  perforations  I  regard  as  a  very 
dangerous  one  to  employ.  I  have  to  report  a  death  through  the  use 
of  a  drainage-tube,  from  peritonitis,  occurring  on  the  fourth  day.  I 
have  followed  the  practice,  where  I  have  used  the  drainage-tube,  of 
elevating  and  rotating  it  at  short  intervals — at  intervals  of  a  few  hours, 
if  I  can  see  my  patient  frequently  enough  so  to  do — at  any  rate,  at 
every  visit  during  its  presence  in  the  cavity.  In  spite  of  this,  I  once 
found  at  removal  of  a  drainage-tube,  that  it  was  held  there.  I  had 
moved  that  tube  as  I  did  in  other  cases.    It  was  one  with  many  small 
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perforations.  I  withdrew  it,  and  it  contained  four  buttons  taken  from 
the  intestine,  fully  explaining  the  peritonitis.  My  patient  died.  I 
have  never  used  such  a  tube  since,  and  never  will  again. 

Dr.  Rufus  B.  Hall,  of  Cincinnati. — As  to  the  question,  "When 
you  are  in  doubt,  drain,"  I  practise  draining  after  every  abdominal 
section.  I  have  drained  every  case  in  which  I  have  made  a  section, 
since  September,  1886.  I  have  never  had  occasion  to  regret  placing 
a  drainage-tube  in  any  case.  I  am  confident  that  I  have  placed  a 
drainage-tube  in  many  cases  where  it  was  not  required,  but  that  fact 
does  not  weaken  my  faith  the  least  in  drainage,  and  I  keep  on  placing 
a  drainage-tube  in  every  case,  to  make  certain  that  I  make  no  mistake 
and  leave  a  case  undrained  which  would  afterward  die  for  the  need  of 
drainage.  Take,  for  instance,  a  case  where  the  tube  is  not  required ; 
at  the  end  of  ten  or  twelve  hours  the  tube  can  be  removed.  It  has 
not  done  any  damage;  you  have  not  injured  your  patient,  and  at  the 
end  of  three  or  four  hours  after  the  tube  is  removed  you  yourself  can 
scarcely  make  out  between  which  stitches  the  tube  was  placed.  The 
wound  adheres  between  every  other  stitch  with  perfect  union.  In 
many  cases  where  I  felt  certain  that  the  tube  would  not  be  required — 
in  at  least  half  a  dozen  cases  within  a  year — I  am  sure  the  patient 
would  have  recovered  with  great  difficulty  and  not  a  few  of  them 
would  have  died  without  a  drainage-tube ;  and  yet  these  cases  did  not 
appear  to  require  drainage  at  the  time  of  the  operation.  Speaking  of 
the  accidents  occurring  by  omentum  or  intestine  being  forced  through 
the  perforations  of  the  tube,  I  do  not  think  that  applies  to  the  well- 
regulated  tube  now  in  use.  I  myself  lost  a  patient  with  a  drainage- 
tube  long  before  the  period  I  name — some  time  in  1885.  The  omentum 
was  forced  through  the  tube,  when  I  attempted  to  pump  it,  and  set  up 
a  peritonitis  that  killed  the  patient. 

I  discontinued  the  use  of  tubes  with  perforations  for  more  than 
twenty  months,  because  I  could  get  no  tube  with  perforations  small 
enough  ;  so  I  had  a  tube  devised  without  perforations,  and  in  pumping 
it  I  would  raise  it  up  half  an  inch  or  so  and  let  it  drop  down  again 
after  each  pumping.  I  had  no  accident  with  those  tubes,  and  worked 
with  them  until  my  attention  was  called  to  the  tube  that  Dr.  Price  had 
made  for  his  use.  I  do  not  think  it  is  possible  for  omentum  enough  to 
be  forced  through  the  small  perforations  in  those  tubes  to  prevent  their 
being  easy  of  removal.  I  had  in  one  of  those  tubes  a  small  piece  of 
omentum  forced  through  the  perforations,  the  size  of  two  pin-heads. 
I  took  a  narrow-bladed  knife  and  cut  it  off.  The  sucker  of  the  pump 
pumped  it  out,  and  I  had  no  trouble.    That  has  only  occurred  once  in 
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a  goodly  number  of  sections.  As  I  said,  I  place  a  tube  in  every  case, 
and  I  do  not  feel  that  I  need  to  apologize  for  so  doing  in  view  of  ray 
results.  I  am  certain  that  men  who  are  not  draining  every  case,  if 
they  would  take  a  series  of  twenty  cases  and  drain  every  case,  and 
then  take  the  next  series  of  twenty  cases  and  drain  only  the  cases  they 
have  been  accustomed  to  draining,  they  would  find  that  they  would  do 
better  in  the  series  in  which  they  drained  all  the  cases,  for  the  reason 
mentioned  before,  namely,  that  we  leave  the  tube  in  two  or  three 
days  in  some  cases  where  we  feel  almost  guilty  in  placing  it  at  all,  and 
those  very  cases  would  get  well  with  great  difficulty  if  they  were  not 
drained.  We  can  make  no  mistake  by  draining  every  case  in  which 
the  peritoneal  cavity  has  been  opened. 

Dr.  E.  E.  Montgomery,  of  Philadelphia. — I  wish  to  express  my 
appreciation  of  the  two  interesting  and  profitable  papers  which  have 
been  read  to  us  this  evening — papers  dealing  with  subjects  of  the 
greatest  interest  to  everyone  practising  abdominal  surgery.  The 
paper  of  Dr.  Wathen,  entering  as  it  does  into  the  details  of  the  sub- 
ject, explains  the  great  success  he  has  had  in  his  operative  work  in 
this  line,  in  the  fact  that  he  has  been  so  particularly  careful  of  every 
detail  affecting  the  operation.  I  have  nothing  to  criticise  in  regard  to 
what  he  has  said,  and  simply  made  a  few  suggestions  as  to  some  of  the 
details.  In  the  first  place,  he  speaks  of  the  use  of  trays — that  these 
trays  should  consist  either  of  porcelain  or  of  porcelain-lined  metal. 
These  trays  are  impracticable  because  of  the  difficulty  of  transporting 
them.  They  are  unnecessarily  heavy  and  easily  broken  in  being  car- 
ried from  one  place  to  another.  The  porcelain-lined  trays  have 
particles  of  the  porcelain  broken  off,  and  this,  of  course,  affords  an 
opportunity  for  the  lodgment  of  septic  germs.  "Where  the  trays  are 
used  in  a  private  hospital  and  transported  only  from  one  room  to 
another,  they  serve  a  very  good  purpose,  and,  as  he  says,  it  can  be  seen 
that  they  are  perfectly  clean.  I  was  shown,  a  few  days  ago,  by  Mr. 
Lentz,  an  instrument-maker  of  Philadelphia,  a  series  of  trays  that  he 
has  been  making — the  largest  one  is  of  such  a  size  as  can  be  placed  in 
the  ordinary  surgical  bag,  and  the  others  set  inside  of  this  one.  These 
trays  are  made  of  copper  and  plated  with  either  nickel  or  aluminium. 
They  make  a  very  light  tray,  one  that  is  desirable,  and  in  which  hot 
water  can  be  used.  Of  course,  the  hard-rubber  tray  is  objectionable 
for  the  reason  that  it  breaks,  and  hot  water  cannot  be  readily  used  in 
it.    The  same  objection  is  true  of  papier-mache. 

Sutures  and  ligatures.  I  must  confess  that  I  have  for  a  long  time 
been  very  adverse  to  introducing  silk,  either  in  the  wound  or  covering 
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it  up  in  the  abdominal  cavity.  I  have  seen  in  reoperations  on  cases  a 
year  or  more  after  the  original  operation,  the  silk  ligature  still  remain- 
ing, and,  in  some  cases,  a  source  of  irritation.  If  the  silk  is  not  care- 
fully and  thoroughly  prepared  it  may  be  a  source  of  infection.  Where 
drainage  is  used  the  silk  is  oftentimes  infected,  either  through  a  septic 
abdomen  or  where  it  has  been  necessary  to  ligate  near  a  pus  sac,  in 
spite  of  every  precaution  that  may  be  taken  in  the  introduction  of  the 
suture.  In  such  cases  we  have  almost  certainly  a  sinus  remaining. 
Just  so  long  as  that  silk  ligature  retains  its  place,  and  until  we  are  rid 
of  it,  we  are  unable  to  heal  up  the  sinus — a  condition  which  is  exceed- 
ingly unpleasant  to  your  patient  and  to  yourself,  as  the  patient  feels 
that  it  is  a  defect  in  the  operative  procedure.  For  this  reason,  as  I 
have  said,  I  have  been  strongly  inclined  to  the  animal  ligature.  I 
have  not  had  an  opportunity  to  use  the  kangaroo  tendon  so  ably 
advocated  by  Dr.  Marcy,  but  have  resorted  to  catgut.  The  catgut,  as 
usually  prepared  by  instrument-makers,  is,  in  my  experience,  a  rather 
dangerous  article,  and  I  am  unwilling  to  trust  it  unless  I  have  prepared 
it  myself.  I  prepare  the  catgut  of  suitable  size  by  placing  it  in  ether 
forty-eight  hours,  which  dissolves  out  the  fatty  materials,  washing  it  in 
distilled  water,  and  where  I  desire  to  chromicize  it,  place  it  in  a  solu- 
tion containing  one  grain  of  bichromate  of  potash  to  one  ounce  of  car- 
bolic acid  solution,  in  which  it  remains  from  forty-eight  to  seventy-two 
hours,  according  to  the  size  of  the  gut.  It  is  then  removed,  carefully 
washed  and  placed  in  alcohol,  in  which  it  remains  until  used.  Catgut 
so  prepared  I  have  found  an  agent  that  can  be  used  safely,  used  with- 
out fear  in  the  abdominal  cavity,  and  without  any  probability  of 
hearing  from  it  again.  I  have  been  in  the  habit  of  preparing  the 
silk  I  use  by  boiling  it  for  an  hour,  or  soaking  it  in  a  solution  of  acid 
sublimate  1  :  1000  for  twenty-four  hours,  after  which  it  is  kept  in 
alcohol  until  used. 

Care  of  instruments.  As  has  been  said,  the  care  of  the  instruments 
is  a  very  important  part  of  the  technique  of  abdominal  surgery,  and 
this  is  particularly  true  of  the  needles.  Needles,  as  they  are  generally 
used  and  carried  about,  are  oftentimes  the  cause  of  stitch-abscesses.  I 
have  recently  seen  recommended  a  plan  of  preparing  and  keeping  the 
needles  that  has  seemed  to  me  a  very  good  one.  It  is  to  have  the 
needles  washed  by  passing  them  several  times  through  a  soapy  towel, 
then  in  benzine,  using  a  thread  to  clean  out  the  eyes  of  the  needles. 
After  they  have  been  thoroughly  cleansed  they  are  kept  in  absolute 
alcohol.  In  the  alcohol  of  commerce  they  would  become  rusty,  but 
in  absolute  alcohol  they  remain  bright  and  clean.    In  arranging  the 
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catgut  for  use,  when  the  needles  have  been  threaded  I  place  them 
with  the  suture  material  in  a  tray  filled  with  alcohol.  If  the  catgut 
is  placed  in  water  it  softens  and  swells,  and  you  have  a  ligature  that 
is  flimsy  and  difficult  to  tie,  but  in  alcohol  it  is  kept  hard,  so  that 
when  it  is  introduced  it  swells  and  fills  up  the  track  made  by  the 
needle,  so  that  there  is  no  opportunity  for  the  entrance  of  germs  or  the 
escape  of  blood. 

Drainage.  Dr.  Wathen  also  made  a  very  good  point  with  regard 
to  drainage.  Now  it  is  usually  considered  that  it  is  important  that 
drainage  should  he  made  from  the  lowest  portion  of  the  abdomen — 
that  the  blood  and  fluid  gravitate  into  the  lowest  part — but  if  you  look 
into  the  abdomen  when  you  have  cleansed  it  and  the  intestines  have 
settled  down,  you  will  find  that  the  liquid  has  gravitated  to  the  upper 
surface.  If  you  find  blood,  it  has  covered  the  intestine  in  the  upper 
part  of  the  wound.  I  have  no  doubt  many  of  the  cases  of  intestinal 
adhesion  of  the  wounded  surface  are  due  to  the  fact  that  the  wounded 
surface  here  becomes  slightly  affected,  producing  a  moderate  peri- 
tonitis and  gluing  together  the  surfaces.  In  such  cases,  drainage, 
even  though  it  be  capillary,  either  by  gauze  or  wick,  is  oftentimes  very 
efficient.  I  have  had  some  cases  in  which  it  was  necessary,  owing  to 
extensive  adhesions  which  were  very  vascular  and  gave  rise  to  subse- 
quent bleeding,  to  pack  the  abdomen  with  gauze,  and  the  drainage  was 
fully  as  effective  as  where  it  had  been  made  through  a  drainage-tube 
and  the  fluid  removed  from  time  to  time. 

I  have  no  doubt  that  every  member  of  the  Association  is  greatly 
indebted  to  Dr.  Marcy  for  his  extremely  lucid  presentation  of  the  sub- 
ject of  the  treatment  of  femoral  hernia  by  the  deep  and  continuous 
suture.  It  is  certainly  a  very  great  advantage  where  we  can  operate 
and  make  sure  that  in  the  operation  necessitated  by  strangulation,  we 
shall  have  a  cure  that  will  relieve  the  patient  of  a  condition  which  is 
always  a  source  of  great  discomfort — viz.,  the  wearing  of  a  truss ;  the 
cicatrix  is  more  or  less  tender  and  the  application  of  the  truss  over  this 
always  gives  rise  to  pain  and  distress,  so  that  where  this  can  be  avoided 
by  the  plan  suggested,  it  certainly  is  a  worthy  one.  A  case  under  my 
own  observation  a  short  time  ago,  led  me  to  rather  hesitate  about  the 
suggestion  Dr.  Marcy  gives,  of  using  no  drainage  and  sealing  up  the 
wound.  In  this  case,  a  young  woman  had  been  suffering  from  strangu- 
lation about  six  hours  or  more.  I  opened  the  sac  early  in  the  morning 
and  found  a  knuckle  of  the  intestine  with  some  of  the  omentum  in  the 
canal ;  I  worked  my  finger  up  with  a  probe-pointed  knife  and  seized 
the  fibres  of  the  stricture  so  that  they  could  be  torn  and  the  intestine 
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replaced.  There  was  a  discharge  of  fully  a  pint  of  straw-colored  serum, 
which,  from  appearance  and  quantity,  made  me  think  almost  that  I 
had  opened  the  bladder  in  the  use  of  the  knife.  In  this  case  a  pledget 
of  gauze  was  used  as  drainage,  and  the  wound  closed.  The  patient 
made  an  uninterrupted  recovery. 

Dr.  J.  H.  Kellogg,  of  Battle  Creek. — I  think  the  thanks  of  the 
Society  are  certainly  due  to  Dr.  Wathen  for  giving  us  so  admirable  a 
summary  of  the  technique  of  these  operations ;  Dr.  Marcy  is  also  to 
be  complimented  ;  his  paper  seems  to  me  such  a  masterly  treatise  that 
there  is  nothing  left  to  be  said.  I  have  been  trying  to  imitate  Dr. 
Marcy's  methods  for  the  last  ten  years,  and  have  had  the  best  results. 
I  have  just  a  word  or  two  to  add.  In  the  first  place,  respecting  the 
preparation  of  the  patient,  it  seems  to  me  the  asepsis  of  the  alimentary 
canal  is  of  paramount  importance.  I  consider  the  diet  of  the  patient 
a  very  important  element.  I  put  the  patient  for  ten  days  or  two  weeks 
upon  a  diet  containing  no  flesh  food ;  the  patient  has  milk,  eggs,  and 
all  sorts  of  grains,  avoiding  vegetables,  and  follows  an  aseptic  diet. 
Anyone  who  has  read  Bouchard's  work  must  certainly  appreciate  the 
force  of  his  experiments  on  this  subject.  For  the  last  few  years  I  have 
followed  this  practice,  for  the  reason  that  we  all  know  that  animal 
juices  form  the  best  medium  for  the  culture  of  the  various  forms  of 
microbes.  Consequently,  I  never  allow  a  patient  to  be  given  beef-tea. 
Milk  is  somewhat  objectionable  on  account  of  the  coagulation  of  the 
casein.  I  sometimes  use  lime-juice  and  lime-water,  and  some  forms  of 
unfermented  wine,  which  seem  to  agree  with  them  very  well,  and 
various  forms  of  farinaceous  gruels.  I  am  certain  my  patients  do 
better  with  this  diet.  Cases  which  come  under  my  care  are  pretty 
likely  to  be  neglected  ones.  I  think  the  results  which  have  followed 
have  justified  the  means  employed. 

One  word  with  regard  to  the  care  of  the  drainage-tube.  I  think, 
with  Dr.  Wathen,  that  withdrawing  the  fluid  by  means  of  a  syringe  is 
preferable  to  any  other  means.  One  often  draws  out  clots  and  masses 
which  certainly  would  have  been  left  behind.  I  have  frequently  drawn 
up  through  the  drainage-tube,  two  or  three  days  after  the  operation, 
some  fragments  that  ought  not  to  be  left  behind.  There  is  one  objection 
to  the  open  drainage-tube  evacuated  by  the  syringe  :  air  is  drawn  into 
the  cavity  every  time  fluid  is  pumped  out.  This  renders  the  drainage- 
tube  dangerous,  and  has  led  surgeons  to  avoid  it.  Mr.  Tait  told  me 
that  the  drainage-tube  gave  him  more  trouble  than  any  other  one 
article  in  abdominal  surgery.  He  says  if  you  leave  the  drainage-tube 
in  more  than  three  days  you  have  pus,  you  have  suppuration.  He 
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always  manages  to  get  it  out  on  the  third  day.  The  fluids  begin  to 
thicken  after  the  third  day ;  you  get  a  higher  temperature  and  some 
pus.  If  one  realizes  that  every  time  he  evacuates  fluid  he  draws  in 
air,  he  can  readily  see  where  this  pus  comes  from. 

Dr.  W.  W.  Potter,  of  Buffalo. — I  have  kept  watch  of  Dr.  Marcy's 
work  in  this  particular  direction,  and  have  been  somewhat  familiar 
with  his  writings  on  the  subject,  especially  the  little  treatise  that  he 
presented  to  the  American  profession  about  two  years  ago,  and  which 
you  are  all  doubtless  conversant  with.  When  it  appeared,  I  think  it 
was  a  revelation  to  many  with  reference  to  the  modern  technique  of 
the  operation  for  hernia  in  its  various  forms. 

What  I  desire  to  contribute  to  this  discussion,  if  it  be  a  contribution, 
is  to  briefly  state  my  experience  in  a  case  of  umbilical  hernia  operated 
on  some  fourteen  years  ago.    The  patient  was  a  stout  woman.  Dr. 
Marcy  spoke  particularly  of  the  difficulty  in  those  cases,  and  the  fact 
that  stout-built  women,  women  with  large  abdomens,  often  had  ventral 
hernia  that  was  quite  apt  to  be  concealed,  and  the  symptoms  mistaken 
for  those  of  colic ;  that  unless  a  very  careful  palpation  was  instituted, 
there  might  be  a  ventral  hernia,  an  umbilical  hernia,  undiscovered 
lurking  in  the  fatty  folds,  not  rising  above  the  ordinary  skin  level,  and 
not  attracting  attention.    In  my  case,  however,  the  tumor  was  quite 
large  enough  to  attract  attention  at  once.    I  saw  the  patient  in  con- 
sultation in  the  night,  some  thirty  miles  east  of  Buffalo.    The  woman 
had  been  suffering  for  twelve  hours  when  I  saw  her  with  strangulation 
of  an  umbilical  hernia;  she  was  now  having  violent  vomiting ;  was 
nearly  in  extremis.    I  operated  at  daybreak ;  and  the  feature  I  wish 
particularly  to  speak  of  is  that  a  lobe  of  the  liver  had  partially  thrust 
itself  into  this  maw — into  this  sac — and  there  it  was,  being  tightened 
upon  during  every  paroxysm  of  pain.    I  said  she  was  vomiting ;  this 
was  not  so  in  the  ordinary  sense,  but  clear  bile  had  been  literally  pour- 
ing out  of  her  mouth  for  some  hours.    We  could  not  explain  it  before- 
hand, we  could  not  see  the  relationship  between  an  umbilical  hernia 
and  such  violent  outpouring  of  bile.    I  made  the  incision  in  the  or- 
dinary way,  cutting  down  upon  the  lower  border  of  the  tumor  in  the 
median  line,  and  released  the  stricture,  when  the  constricted  portion  of 
the  liver  slipped  at  once  into  the  abdomen.    The  case  was  very  curious 
to  me.    I  had  never  seen  anything  in  literature  upon  it,  and  was  not 
very  familiar  with  umbilical  hernia  at  that  time.    I  published  a  report 
of  the  case  in  the  Buffalo  Medical  and  Surgical  Journal  for  January, 
1879,  in  a  paper  entitled  "  Umbilical  Hernia  in  the  Adult."  In 
searching  the  literature  of  the  subject  at  that  time,  I  found  that  M. 
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Demarquay  had  stated  from  a  considerable  experience  that  only  25 
per  cent,  of  cases  operated  upon  recovered.  It  rather  startled  me  to 
discover  such  a  high  rate  of  mortality  pertaining  to  this  operation, 
although  my  case  had  now  gone  on  to  recovery.  I  thought  I  had  had 
a  very  narrow  escape.  I  know  statistics  have  changed  very  much 
under  the  modern  methods  in  connection  with  the  operation  for  hernia- 
especially  of  umbilical  hernia.  I  thought  it  might  possibly  be  inter, 
esting  in  connection  with  Dr.  Marcy's  paper  to  mention  this  case  as 
one  having  some  unusual  features  connected  with  it.  This  happened 
in  1877,  and  I  did  that  operation  at  a  time  when  I  was  ignorant  of  the 
special  features  of  the  subject.  I  simply  operated  on  general  prin- 
ciples. I  went  to  this  woman,  found  her  suffering,  made  an  inci- 
sion that  relieved  her,  and  she  got  well.  I  took  deep  sutures  with 
reference  to  preventing  any  return  of  the  hernia,  and  she  recovered 
entirely.  Five  or  six  years  afterward  I  heard  from  her,  and  there  had 
been  no  recurrence  whatever  of  the  hernia. 

Dr.  Rufus  B.  Hall,  of  Cincinnati. — I  hope  Dr.  Marcy,  when  he 
comes  to  speak,  will  tell  us  in  detail  his  method  of  closing  the  abdom- 
inal wound  after  operating  for  hernia  ;  whether  he  advises  and  uses  a 
kangaroo  tendon  in  closing  the  peritoneum,  whether  he  uses  a  very 
fine  strand  or  rather  thick  one,  just  how  he  places  his  stitches,  and  in 
detail  every  particular  as  he  would  tell  a  student  in  teaching.  I  am 
specially  interested  in  this  work,  and  particularly  in  Dr.  Marcy's  plan. 
Although  I  have  not  followed  it  out  with  the  kangaroo  tendon,  I  have 
operated  a  number  of  times  with  catgut.  As  the  gut  has  played  me 
traitor  once  or  twice,  I  would  be  a  very  interested  listener  if  the  doctor 
would  go  into  the  details. 

Dr.  Carstens. — It  reminds  me  of  seeing  a  good  many  operators 
using  even  to-day,  with  our  modern  knowledge,  the  single  deep  suture, 
taking  in  all  the  tissues  at  one  sweep,  and  putting  in  four  or  five 
sutures ;  the  inevitable  result  in  a  great  many  cases — I  should  think  in 
about  half — is  a  hernia  at  the  place  of  the  wound,  and  here  a  hernia 
is  caused  very  easily  by  taking  in  too  much  of  the  peritoneum.  For 
instance,  something  like  this :  (Illustrates  by  drawing.)  I  have  a 
patient  operated  on  about  four  or  five  years  ago  by  simply  removing 
the  ovaries  for  fibroid  tumor,  with  most  splendid  result.  The  tumor 
not  only  ceased  growing,  but  became  smaller.  That  woman  went 
along  for  a  number  of  years  without  any  hernia,  but  gradually  a 
hernia  developed,  until  she  had  a  very  large  tumor  necessitating  the 
wearing  of  a  pad.  That  is  the  result  of  using  this  method.  If  you 
will  take  catgut,  or  kangaroo  tendon,  or  whatever  animal  suture  you 
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like,  and  then  take  your  stitch  layer  by  layer,  up  to  the  skin,  you  get 
a  perfect  union  ;  you  get  peritoneum  together,  you  get  fascia  together, 
and  you  get  no  hernia,  If  you  follow  in  the  track  of  Lawson  Tait, 
you  will  be  astonished  at  the  number  of  cases  of  hernia  you  will  find. 
If  Mr.  Tait  would  advance  to  the  American  manner  of  operating,  and 
accept  a  little  from  us,  and  make  use  of  the  buried  animal  suture,  I 
think  he  would  very  seldom  have  a  case  of  hernia  following  an  opera- 
tion. 

Dr.  Robert  T.  Morris,  of  New  York. — I  wish  most  heartily  to 
agree  with  this  idea.  It  is  a  law  in  surgery  that  we  should  restore 
parts  to  the  condition  in  which  we  found  them. 

There  is  one  danger  from  the  single  suture  that  is  not  generally 
known,  and  that  is  the  danger  of  properitoneal  hernia  It  does  not 
occur  very  often,  perhaps,  but  one  author  has  reported  three  cases, 
and  more  would  have  been  found  at  the  dead-house  if  all  cases  that 
die  from  unexplained  causes  were  examined. 

When  I  have  a  hernia  of  any  sort  follow  a  laparatomy,  I  shall  con- 
sider that  the  fault  is  mine. 

Dr.  James  F.  W.  Ross,  of  Toronto. — I  cannot  allow  the  oppor- 
tunity to  pass  without  joining  issue  with  Dr.  Carstens,  of  Detroit.  I 
think  his  statements  are  altogether  too  broad.  He  stated  that  nearly 
all  the  cases  treated  by  single  suture,  taking  up  all  the  tissues,  would 
be  followed  by  hernia. 

Dr.  Carstens. — I  retracted  that  statement.  I  did  not  intend  to 
make  it  so  broad. 

Dr.  Ross. — I  am  very  sorry  to  say  that  at  present  I  do  not  think 
we  are  in  a  position  to  decide  this  question.  I  do  not  think  the  cases 
have  been  followed  up  with  sufficient  care  to  compare  the  two  methods — 
the  one  by  including  in  one  suture  peritoneum,  muscle,  and  skin,  and 
the  other  by  suturing  the  different  tissues  separately — and  until  such 
comparative  table  can  be  brought  forward  by  different  operators  I 
think  we  will  be  still  working  to  some  extent  in  the  dark.  I  have 
always  adopted  the  single  suture,  taking  up  all  the  tissues,  and  up  to 
the  present  time,  as  far  as  I  know,  I  have  only  two  cases  of  hernia. 
One  of  them  I  operated  on  a  few  weeks  ago,  dissected  out  the  scar, 
took  out  a  large  sac  filled  with  adherent  omentum,  and  sent  the  patient 
home.  Whether  that  second  operation  will  be  curative  or  not,  I  can- 
not say.  There  is  another  point  I  would  like  to  ask  Dr.  Marcy ;  that 
is  this  :  Whether  it  has  been  experimentally  proved  that  fibrous  tissue 
unites  to  fibrous  tissue,  where  it  can  be  traced  purely  as  fibrous  tissue 
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in  the  scar ;  whether  muscular  tissue  unites  to  muscular  tissue  and  can 
be  traced  as  muscular  tissue  in  the  scar,  and  in  the  same  way  with  the 
skin  ?  On  the  surface,  where  we  can  see  this,  we  find  that  it  is  not 
true  skin  in  the  scar.  A  scar  will  show  on  a  man  for  a  great  number 
of  years.  It  seems  to  me  that  what  is  attempted — that  is,  the  bringing 
of  these  parts  together  so  that  each  will  unite  with  similar  tissue — is  a 
thing  which  will  not  happen  in  a  great  many  years,  and  by  that  time 
the  hernia  will  have  taken  place.  I  do  not  know  that  this  point  has 
been  demonstrated  by  post-mortem  proof. 

Dr.  M.  Rosenwasser,  of  Cleveland  (by  invitation). — I  have  had 
some  little  experience  in  this  matter.  I  was  present  at  a  primary 
laparatomy  about  four  years  ago  in  which  the  surgeon  who  operated 
did  exactly  as  Dr.  Carstens  says.  He  drew  up  the  peritoneum  into 
the  incision,  so  that  peritoneum  lay  against  peritoneum  and  prevented 
the  union  of  the  fibro-muscular  tissues.  I  was  present  at  a  second 
operation  on  this  patient  performed  by  another  surgeon,  the  first 
operation  having  resulted  in  hernia,  as  you  would  expect.  The  sur- 
geon took  great  pains  to  separate  the  peritoneum,  the  fascia,  the 
muscles  and  skin,  and  then  sewed  up  the  parietal  incision,  layer  by 
layer.  Notwithstanding  the  successful  execution  of  this  ideal  method, 
I  have  recently  been  obliged  to  operate  on  this  same  patient  for  a  re- 
turn of  ventral  hernia.  With  great  care  the  cicatricial  tissue  was 
removed,  and  again  the  peritoneal,  fascial,  muscular,  and  skin  tissues 
were  brought  into  apposition.  I  am  dissappointed  at  the  result.  The 
hernia  is  again  threatening,  and  the  patient  wears  a  pad  for  protection. 
I  think,  with  Dr.  Ross,  we  are  not  quite  ready  to  decide  whether  the 
parietal  toilet  causes  the  hernia  or  not. 

Dr.  Milo  B.  Ward,  of  Topeka. — I  do  not  believe  we  can  all  adopt 
one  method.  We  all  have  methods  of  our  own.  I  do  not  believe  that 
Dr.  Carsten's  theory  is  altogether  a  correct  one.  It  seems  to  me  that, 
if  we  make  a  small  incision,  we  have  done  the  first  act  properly.  Now, 
in  speaking  of  Dr.  Goodell — a  good  friend  of  mine,  but  he  is  careless 
about  his  incision — he  is  not  the  only  one  that  I  have  seen  operate 
who  does  not  seem  to  care  whether  the  incision  is  one  inch,  two  inches, 
or  five  inches  long  in  the  parietes.  It  seems  to  me  that  in  ordinary 
operations  for  removal  of  the  appendages — even  with  strong  adhesions 
— unless  they  are  very  greatly  enlarged,  an  incision  of  two  inches  is 
plenty  long  enough  through  the  abdominal  wall.  The  specimens  I 
showed  yesterday  were  from  a  patient  weighing  196  pounds,  and  the 
incision  through  the  skin  was  not  longer  than  an  ordinary  match.  It 
is  a  little  difficult  to  remove  the  appendages  with  so  small  an  incision, 
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but  the  results  are  better.  If  one  does  not  believe  that,  let  him  have 
a  patient  vomit  during  the  operation  and  see  what  a  severe  strain 
there  is  on  the  stitches. 

Dr.  Maecy  (closing  the  discussion). — To  amply  discuss  the  first 
paper,  that  by  Dr.  Wathen,  which  I  desire  more  especially  to  refer  to 
rather  than  my  own,  is  opening  a  large  field  for  debate,  and  I  regret 
exceedingly  that  he  has  felt  obliged  to  leave  the  room,  as  I  shall  feel 
somewhat  restricted  in  my  criticism  by  his  absence.  I  know  him  to  be 
a  careful  operator ;  you  see  evidence  of  it  in  his  paper,  in  which  he 
gives  so  many  explicit  details.  And  yet  I  feel  that  in  some  particulars 
I  must  differ  from  him.  From  these  differences  of  opinion  it  seems  to 
me  comes  the  larger  merit  of  our  meetings,  that  we  may  interchange 
opinions ;  not  that  I  teach  you,  or  you  me,  so  that  we  come  to  the 
opinion  that  your  way  is  right  and  mine  wrong,  or  vice  versa,  but  in  a 
general  way  sifting  evidences  and  comparing  values,  and  in  this  way 
perfect  our  methods  of  surgical  procedures. 

It  is  more  than  twenty  years  since,  as  a  pupil  of  Mr.  Lister,  I  first 
began  the  investigation  of  the  subject  of  wound  treatment.  During 
the  years,  as  the  question  broadened  out  into  a  many-sided  problem  of 
scientific  investigation,  I,  as  many  of  you  know,  instituted  in  the 
most  careful  manner  bacteriological  research  in  a  private  laboratory 
of  my  own,  in  order  that  I  might  carry  out  to  a  satisfactory  solution 
the  better  methods  of  wound  treatment.  Some  of  you  know  I  was 
laughed  at  the  country  over  for  feeling  that  I  had  nothing  else  to  say 
in  medical  associations  except  what  I  called  "the  gospel  of  surgical 
cleanliness."  As  the  fruitage  of  many  workers  upon  these  lines  there 
have  been  slowly  evolved,  during  these  years,  the  modern  methods  of 
wound  treatment  which  have  produced  a  revolution  in  surgery,  ele- 
vating it  from  an  art  into  a  department  of  science. 

Now,  let  us  see  if  we  are  quite  right  in  accepting  the  conclusions 
Dr.  Wathen  has  presented.  In  other  words,  that  it  is  no  longer  an 
antiseptic  surgery,  but  an  aseptic  surgery  that  demands  the  attention 
of  the  profession.  I  grant  that  the  highest  ideal  result  is  an  aseptic 
wound,  and  that  is  the  end  which  we  strive  to  attain,  as  if  the  oper- 
ation had  been  done  with  an  unbroken  integument.  Let  us  see  if  we 
can  do  this  by  asepsis.  We  will  secure  as  nearly  as  possible  an  aseptic 
atmosphere,  aseptic  patient,  aseptic  operator  and  assistants,  aseptic 
instruments,  aseptic  methods  and  materials  with  which  we  deal,  an 
aseptic  wound.  These  are  not  easy  to  secure.  I  said  in  my  paper 
yesterday  that  I  thought  5  per  cent,  of  failures  to  attain  the  ideal 
result  was  large  enough  to  cover  public-hospital  practice ;  that  in 
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private-hospital  work  it  ought  to  be  reduced  to  2  per  cent.  I 
believe  in  my  experience  it  does  not  exceed  2  per  cent.  Whether 
it  shall  ever  be  eliminated  entirely  belongs  to  the  question  of  that 
ideal  which  you  and  I  may  never  see  in  its  perfection  while  we  are 
working  on  this  mundane  sphere.  Let  us  accept  the  ideal  as  an 
aseptic  wound.  Permit  us  to  analyze  a  little  in  detail.  Dr.  Wathen 
dismisses  the  subject  of  atmospheric  contamination  as  of  very  little 
importance.  I  do  not  believe  you  are  willing  to  accept  this ;  I  do  not 
believe  Dr.  Wathen  is  prepared  to  acknowledge  this  as  an  axiom  in 
surgery,  although  you  and  I  do  know  that  we  have  placed  a  far  too 
large  emphasis  upon  what  we  called  atmospheric  contagion,  and  far 
too  little  upon  the  imperfect  disinfection  of  the  hand  of  the  operator. 
I  have  seen  the  best  paraphernalia  of  our  best  operators  prove  of  little 
value  because  of  a  careless  forgetfulness  in  the  midst  of  an  operation — 
e.g.,  the  use  of  a  contaminated  sponge  or  a  non-sterilized  towel.  I  think 
this  is  too  often  the  experience  of  many  operators  to-day.  But  it  does  not 
follow  that,  when  I  have  disinfected  my  hands  and  surrounded  myself 
with  sterilized  material,  I  have  done  all.  We  will  suppose  for  a 
moment  that  we  have  a  perfectly  aseptic  operating-room  and  aseptic 
material  around  us ;  our  sterilization  in  everything  has  been  com- 
plete ;  but  you  and  I  must  breathe,  and  in  that  very  breathing  is  an 
element  of  contamination  which  I  do  not  as  yet  know  how  to  control. 

For  years  I  have  been  in  the  habit  of  insisting  upon  it  that  my 
assistants  and  myself  should  clean  our  mouths.  I  believe  the  mouth 
is  one  of  the  dirtiest  cavities  in  the  body.  The  mouth  should  be 
washed,  not  merely  with  soap  and  water,  but  with  an  antiseptic.  It  is 
one  of  the  essentials.  Bacteria  are  of  necessity  in  the  expired  air, 
which  during  an  operation  must  be  in  close  proximity  to  the  wound. 
I  had  the  good  fortune  to  see  yesterday  a  pretty  nearly  ideal  opera- 
tion in  a  hospital  in  Brooklyn.  I  was  reminded  of  those  days  of  old, 
when  being  initiated  into  a  college  secret  society,  half  frightened, 
with  palpitating  heart,  I  stood  before  the  great  high  priest  and  took 
the  oath  of  allegiance.  I  would  not  have  known  a  single  one  of  those 
disguised  operators ;  a  wet  hood  was  over  the  head,  and  a  respirator 
was  employed  to  catch,  as  far  as  a  wet  cloth  could,  the  foreign  exhaled 
material.  That  all  goes  a  good  way,  but  not  far  enough.  Let  us  see 
what  we  can  learn  from  the  laboratory.  Let  Dr.  Wathen  remove  the 
cotton  pledgets  from  sterilized  gelatin  test-tubes  in  his  carefully  pre- 
pared surgery  and  leave  them  exposed  for  a  few  minutes,  and  how 
large  a  proportion  will  remain  sterile  ?  Probably  there  is  not  one  in 
the  room  who  would  not  say  that  the  majority  would  become  infected 
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with  more  than  a  single  variety  of  microbes.  I  do  not  believe  that 
the  great  majority  of  aseptic  operators  would  be  willing  to  admit  that 
we  should  do  away  with  antiseptics  and  germicides. 

Some  of  you,  the  ladies  especially,  have  seen  a  little  book  called 
Don't.  What  is  it?  "Don't  pick  your  teeth  when  in  company;" 
"  Don't  eat  with  a  knife,"  etc.  There  are  a  good  many  "  don'ts  "  that 
seem  to  me  as  ridiculous  as  these  in  reference  to  surgery.  Don't  spend 
all  your  time  on  the  paraphernalia,  and  forget  the  essentials.  Don't 
tear  the  wound  to  pieces  with  your  fingers,  and  then  put  in  a  drainage- 
tube.  Don't  put  on  an  antiseptic  dressing  over  an  infected  wound,  and 
then  expect  these  theoretical  results.  These  are  "  don'ts,"  in  my  esti- 
mation, as  big  as  picking  your  teeth  with  a  fork.  Certainly,  I  believe 
that,  so  far  as  we  may,  we  should  carry  into  practice  all  the  methods 
of  protection  as  carefully  as  possible ;  but  a  large  wound  long  exposed 
may  become  infected,  and  I  am  not  prepared  to  feel  that  you  and  I 
can  afford  to  dispense  with  irrigation.  It  is  of  value,  if  it  is  only 
sterilized  water ;  it  washes  away  blood-clots  and  foreign  material  and 
helps  to  keep  the  wound  clean ;  it  saves  in  large  measure  the  use  of 
sponges  or  the  various  substitutes.  Even  clean  sponge  or  gauze  pro- 
duces friction,  increases  bleeding,  and  often  leaves  foreign  material  in 
the  wound.  Another  big  "  don't " — Don't  fill  your  wound  full  with  a 
dozen  or  twenty  forceps  and  leave  them  on  half  an  hour,  and  then 
expect  union  by  first  intention.  I  have  seen  vessel  after  vessel  use- 
lessly compressed  by  forceps,  left  until  the  close  of  an  operation.  This 
devitalized  the  tissue,  which,  if  aseptic,  must  be  disposed  of  by  that 
vital  resistance  power  which  God  has  given  the  individual.  There  are 
certain  other  things  I  would  be  equally  careful  about,  but  time  will 
not  permit  further  details. 

In  my  last  100  laparatomies  just  the  moment  I  have  opened  the 
abdominal  cavity  I  have  irrigated,  so  to  speak,  with  oxygen  gas.  It 
is  compressed  in  tanks  that  are  portable,  and  is  not  very  expensive ;  it 
is  very  easy  with  a  wash-bottle  to  graduate  the  current.  You  know 
it  is  an  aseptic  gas  diffused  over  the  wound ;  you  know  it  is  non- 
irritating.  It  is  heavier  than  the  atmosphere,  and  mechanically  dis- 
places the  possibly  infected  air  that  otherwise  would  have  access  to 
the  wound. 

In  reference  to  drainage,  I  think  Dr.  Kellogg  showed  us  an  admir- 
able illustration  of  the  way  infection  may  be  carried  into  a  wound  by 
the  very  effort  we  are  making  to  remove  harmless  material  in  aseptic 
wounds.  Every  time  we  use  suction  to  remove  fluid  we  replace 
it  by  a  very  probably  infected  or  germ-bearing  current  of  air.  Then 
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we  wonder  why  at  the  third  day  we  have  suppuration.  I  suppose  I 
do  not  need  to  say  to  this  audience  that  suppuration  in  a  wound  is 
infection ;  that  without  infection,  without  the  growth  of  bacteria  in 
the  wound,  suppuration  cannot  take  place.  Let  us  accept  this  as  a 
postulate.  I  believe  it  to  be  thoroughly  capable  of  demonstration. 
Then,  let  us  see  if  you  and  I,  in  our  higher  ideals,  are  not  entitled 
absolutely  to  say  that  infection  should  not  enter  into  our  wounds. 
There  is  the  inevitable  possibility  of  2  to  5  per  cent.,  which  I  have 
referred  to.  I  referred  yesterday  to  one  of  our  most  distinguished  Amer- 
ican surgeons,  who  has  almost  60  per  cent,  of  suppurating  wounds  in 
hernia.  I  thought  some  of  these  fundamental  factors  of  wound  treat- 
ment had  been  really  settled,  in  my  ignorance  supposing  that  reported 
demonstrations  would  settle  questions  like  this  and  make  conclusive 
the  better  methods  of  wound  treatment  when  established  by  the  expe- 
rience of  years.  We  heard  distinguished  men  at  the  International 
Congress  in  Berlin  even  criticise  antiseptic  and  aseptic  surgery  as  a 
flouted  delusion  and  worse  than  useless.  But  we  observed  that  those 
men  who  talked  about  antisepsis  and  asepsis  as  being  of  comparatively 
minor  consequence,  insisted  upon  the  drainage-tube, and  a  drainage-tube 
in  aseptic  tissues  is  a  weak  confession  that  he  who  relies  upon  its  use  is  not 
capable  of  carrying  the  idea  into  practice.  Wounds  are  divided  into 
two  classes  :  septic  wounds,  to  be  treated  in  one  way,  by  drainage;  and 
aseptic  wounds — the  class  under  discussion — by  primary  closure  with- 
out drainage.  I  am  willing  to  be  considered  radical ;  I  am  willing  to 
be  considered  dictatorial  about  it ;  I  am  willing  to  be  considered 
prophetic.  I  believe  that  there  is  no  operation  to  be  made  in  healthy 
structures  where  we  should  use  the  drainage-tube.  I  discussed  the 
subject  with  Mr.  Lister  last  year.  He  said  :  "  I  confess  that  I  am  using 
a  far  less  number  of  drainage-tubes  than  formerly.  Now  I  insist  upon 
it  that  they  ought  to  be  smaller  and  shorter  and  less  in  number  and 
removed  early."  I  promise  you,  in  my  own  experience — I  am  not 
theorizing,  I  am  giving  the  results  of  years  of  my  own  work — I 
never  permit  a  drainage-tube  to  be  used  in  healthy  tissues,  no  matter 
how  large  the  wound.  I  close  with  buried  sutures  in  layers  and  seal 
with  iodoform  collodion.  Then  I  do  not  care  whether  we  have  any 
other  dressing  or  not.  Whatever  else  is  a  sort  of  sop  to  Cerberus,  a 
contribution  to  that  deference  to  the  past — doing  a  thing  because  your 
father  did  it.  Generally  a  patient  imagines  she  feels  more  comfort- 
able if  she  is  bandaged  and  dressed. 

There  are  many  other  points  I  would  like  to  take  up,  but  time 
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demands  that. I  now  confine  myself  to  the  views  expressed  in  the 
discussion  of  my  own  paper. 

In  regard  to  the  dangers  from  vomiting,  Dr.  Potter  made  a  very 
proper  emphasis  upon  this.  There  is  a  certain  danger  in  many  of  the 
operations  which  are  made  for  intestinal  obstruction.  I  have  lost  two 
lives  on  the  table,  after  I  had  finished  what  seemed  to  be  a  very  suc- 
cessful operation  for  the  relief  of  intestinal  obstruction.  And  why? 
Because  there  was  a  pouring  out — not  a  vomiting ;  Dr.  Potter  used 
the  word  correctly.  As  I  think  of  it,  it  was  simply  a  regurgitation  of 
pints  of  fluid  from  a  stomach  which  I  supposed  was  empty.  There 
was  no  chance  for  respiration.  The  patient  strangled  in  this  fluid  in 
spite  of  my  utmost  care,  with  plenty  of  assistance,  and  life  was  lost. 
I  have  profited  by  this  since.  In  cases  where  there  is  any  question  I 
wash  out  the  stomach.  I  believe  this  is  a  practical  point  quite  worthy 
of  emphasis. 

In  umbilical  hernia  we  have  a  firm,  strong  ring  in  the  aponeurosis  of 
the  recti  muscles,  with  a  thin,  narrow  edge.  Almost  all  operators,  so 
far  as  I  know,  have  contented  themselves  by  wiring  this  ring  together. 
A  man  who  wires  the  thin  edges  of  the  connective-tissue  ring  together 
ought  to  fail.  One  of  the  ways  to  avoid  it  is  to  cut  it  out.  You  can 
do  this  very  readily,  which  leaves  a  wound  in  healthy  tissues  not 
unlike  an  ordinary  laparatomy,  and  you  can  easily  close  it  in  layers. 
Sew  off  first  the  peritoneum,  then  irrigation  can  be  used  under  its 
protection,  and  the  parts  can  be  closed  by  deep  double  buried  animal 
sutures,  so  as  to  coapt  but  not  constrict  the  enclosed  part. 

Another  "  don't" — Don't  tie  your  sutures  too  tightly;  don't  ligate 
your  tissues  so  as  to  cause  necrosis. 

Perhaps,  in  closing,  I  might  revert  to  that  which  is  a  factor,  and 
which  I  believe  we  should  all  recognize :  what  we  call  the  vital  forces, 
if  we  attempt  to  isolate  them.  I  see  about  me  several  pupils  of  Vir- 
chow.  The  highest  honor,  the  privilege  of  my  life,  was  a  year  with 
this  master,  being  taught  the  practical  part  of  what  you  and  I  have 
learned  to  know  as  the  fruitage  of  his  most  remarkable  investigations. 
The  white  blood-cell,  the  leucocyte,  has  a  power  of  its  own  of  destroy- 
ing bacteria,  and  in  many  ways  it  is  the  force  that  Nature  has  provided 
for  this  very  purpose.  What  takes  place  ?  The  bacterium  is  sur- 
rounded by  some  of  these  vitalized  cells  and  disposed  of  in  a  way — 
eaten  up,  if  you  please — and  that  is  the  end  of  it.  Suppose,  on  the 
contrary,  you  have  a  little  colony  of  bacterial  growth  in  a  favorable 
locality,  what  takes  place?  The  proliferation  of  leucocytes  goes  on 
about  it ;  it  is  shut  in  and  hedged  about,  and,  at  the  most,  is  a  little  local 
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abscess.  Break  away  that  wall  and  see  what  takes  place.  A  general 
infection  may,  and  often  does,  follow,  and  it  is  just  in  this  that  I  think 
Koch  has  failed  in  his  effort  for  the  cure  of  consumption,  because  his 
virus  attacks,  not  the  bacillus,  but  its  investment  wall,  which  Nature 
has  thrown  out  for  her  defence.  Anything  that  breaks  that  down — the 
finger  of  the  surgeon,  the  instrument,  or  the  something  which  may 
interfere  with  its  vitality — is  a  damage,  and  helps  to  disseminate  that 
which  becomes  of  the  greatest  danger  to  the  individual. 

The  subject  of  infection  is  many-sided,  and  is  of  intense  interest 
when  viewed  from  a  scientific  standpoint ;  but  its  importance  to  the 
surgeon,  from  the  practical  side,  is  such  that  it  has  already  elevated 
his  calling  from  the  practice  of  an  art  to  that  of  the  demonstration  of 
a  science,  and  has  resulted  in  the  saving  of  untold  numbers  of  our ' 
race. 


SOME  MOOT  POINTS  IN  ECTOPIC  GESTATION. 


By  X.  0.  WERDER,  M.D., 

PITTSBURG. 


On  the  16th  of  May  of  this  year  there  came  under  my  care  at  the  Mercy 
Hospital,  Mrs.  R.,  aged  thirty-eight  years,  married  seventeen  years,  mother 
of  five  children,  the  youngest  over  four  years  of  age.  She  also  had  four  mis- 
carriages, the  last  one  two  years  ago.  Her  menses  were  somewhat  irregular, 
sometimes  appearing  every  three  weeks,  sometimes  going  over  their  time,  also 
more  profuse  and  of  longer  duration  than  previous  to  the  birth  of  her  last 
child.  She  always  had  good  health  until  three  months  ago,  since  which  time 
she  was  subject  to  irregular  pains  referred  to  the  lower  part  of  her  abdomen 
and  over  to  the  right  iliac  fossa,  of  a  bearing-down  nature,  like  labor-pains. 
April  16th,  just  a  month  ago,  she  had  a  very  severe  attack  of  these  pains 
accompanied  with  a  feeling  of  faintness,  so  that  she  was  compelled  to  go  to 
bed.  In  two  or  three  days  she  had  improved  sufficiently  to  be  able  to  go 
about,  but  she  had  repetitions  of  these  paroxysms  at  irregular  intervals  of  a 
less  severe  character.  During  the  last  four  weeks  she  was  compelled  to  spend 
half  of  her  time  in  bed,  and  was  unable,  when  up,  to  attend  to  her  ordinary 
household  duties.  For  the  last  six  weeks  she  has  had  a  constant  bloody  dis- 
charge, never  profuse,  and  at  no  time  were  there  any  shreds  of  decidua 
passed,  as  far  as  she  was  able  to  observe. 

Mrs.  R.  is  of  medium  height,  well  nourished,  but  rather  pallid  and  anemic 
She  complains  of  some  pain  in  the  lower  part  of  her  abdomen,  extending 
over  toward  her  right  side  with  bearing-down  sensations.  There  is  some  ten- 
derness on  pressure  over  this  region.  Vaginal  examination  reveals  a  marked 
bilateral  laceration  of  the  cervix  with  erosions  and  cervicitis.  Pushing  my 
finger  up  toward  the  fornix  vaginae,  it  encountered  a  mass  filling  up  Douglas's 
pouch,  causing  the  latter  to  bulge  down  somewhat,  which  I  at  first  mistook 
for  a  retroflexed  gravid  uterus,  but  on  making  a  more  careful  bimanual  ex- 
amination I  discovered  the  fundus  uteri  pushed  out  of  its  median  position  over 
to  the  left  side  of  the  pelvis  by  this  mass,  which  was  very  closely  connected,  in 
fact  almost  continuous,  with  it  on  its  right  side,  but  the  fundus  was  found 
projecting  over  it.  The  uterus  was  considerably  enlarged  and  slightly  mov- 
able ;  moving  it  also  imparted  some  very  slight  motion  to  the  tumor.  The 
mass  was  situated  in  Douglas's  cul-de-sac  and  extended  over  toward  the 
right  side,  but  was  not  attached  to  the  right  pelvic  wall ;  in  fact,  my  finger 
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could  easily  be  pushed  up  between  it  and  the  pelvis.  It  was  soft,  almost 
giving  the  sensation  of  fluctuation,  at  least  at  its  upper  surface,  and  seemed 
almost  immovable  ;  it  was  of  the  size  of  a  large  orange,  and  slightly  tender. 

A  positive  diagnosis  was  not  made.  It  seemed  most  probable  that  this 
tumor  was  either  an  ovarian  cyst,  with  firm  adhesions  to  the  posterior 
pelvic  wall,  or  an  inter-ligamentous  or  broad-ligament  cyst.  The  possibility 
of  extra-uterine  pregnancy  was  also  considered,  the  symptoms  pointing  to  it 
being  the  menstrual  discharge  keeping  up  for  six  weeks  and  the  paroxysms 
of  pain. 

Laparatomy  was  performed  May  23d.  After  pushing  up  the  intestines 
and  omentum  which  covered  the  tumor  and  had  formed  loose  and  soft  adhe- 
sions with  it,  dark  blood  appeared  in  the  incision,  and  my  hand  filled  up  with 
a  soft,  friable  substance  which,  when  brought  to  the  surface,  was  found  to  be 
semi-organized  blood  coagula.  Several  handfuls  were  emptied  out  and  then 
the  tube  was  brought  up,  which  was  dilated  and  ruptured,  and  filled  with 
blood-clots,  and  at  least  at  one  place,  the  firmly  adherent  placenta.  The 
fetus  was  not  found.  This  blood-tumor  was  situated  principally  in  Douglas's 
cul-de-sac  and  partly  also  to  the  right  of  it,  but  did  not  fill  up  the  whole  right 
side  of  the  pelvis.  It  was  bounded  in  front  by  the  right  broad  ligament  and 
the  uterus  which  also  formed  the  boundary  line  on  the  left  side,  above  by 
intestines  and  posteriorly  by  pelvic  wall.  There  was  no  membrane  surround- 
ing it  which  presented  the  least  resistance  to  the  finger ;  after  separating  the 
intestines  it  broke  right  into  the  mass.  The  abdominal  cavity  itself,  before 
the  ruptured  mass  had  been  broken  into,  was  entirely  free  from  blood. 
Neither  was  there  any  sign  of  inflammation,  the  only  abnormal  condition 
being  a  marked  congestion  of  the  peritoneal  lining  of  intestines  and  abdom- 
inal walls.  The  abdomen  was  washed  out  with  distilled  water,  a  drainage- 
tube  inserted,  which  was  left  forty-eight  hours,  and  the  abdominal  wound 
closed.  The  patient  made  an  ideal  recovery,  and  is  now  in  excellent  health. 

This  case  is  of  great  interest  because  it  proves  to  my  mind 
the  fact  that  not  all  cases  of  tubal  pregnancy  are  fatal.  Rup- 
ture in  this  case  undoubtedly  had  occurred  on  April  16th, 
almost  six  weeks  before  operation ;  the  hemorrhage  evidently 
was  not  very  profuse,  probably  a  slow  oozing,  because  the 
symptoms  at  no  time  were  of  an  alarming  nature.  The  bloody 
serum  in  the  abdominal  cavity  became  absorbed,  the  coagula 
by  the  natural  law  of  gravitation  found  their  way  to  the  lowest 
portion  of  the  peritoneal  cavity— Douglas's  pouch— where  the 
protecting  hand  of  Nature  surrounded  them  by  lymph,  en- 
cysting them  there  and  shutting  this  foreign  body  out  from  the 
general  peritoneal  cavity.  That  Nature's  conservative  efforts 
would  have  succeeded  in  restoring  the  patient's  health  in  time 
is  more  than  probable. 
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Simple  as  this  matter  seems,  some  of  our  best  and  experi- 
enced operators  in  this  field  doubt,  or  even  deny,  the  possibility 
of  this  occurrence.  Tait  says  that  "  Iutra-peritoneal  ruptures 
seem  to  be  almost  uniformly  fatal."  "  I  have  never  seen  a 
case  of  suspected  rupture,  or  one  in  which  we  suspected  intra- 
'  peritoneal  effusion  of  blood,  recover  if  left  alone." 1  Joseph 
Price,  whose  experience  with  ectopic  gestation  has  been 
equalled  only  by  Tait  himself,  seems  to  share  this  opinion. 
Their  teaching  seems  to  be  that  the  only  hope  of  recovery  is 
in  an  operation.  The  only  cases  of  tubal  pregnancy  which, 
according  to  Tait,  recover  spontaneously  are  those  rupturing 
between  the  folds  of  the  broad  ligaments,  and  such  cases  he 
regards  apparently  as  quite  common,  so  common  that  he  has 
been  able  to  see  from  fifty  to  eighty  cases  of  this  condition. 

Price's  experience  differs  from  Tait's  in  this  regard;  in  his 
opinion,  rupture  into  the  broad  ligament  is  extremely  rare. 
He  says :  "  Mr.  Tait's  position  in  regard  to  hemorrhage  into 
the  broad  ligament  differs  from  the  rest  of  the  world.  I  have 
operated  fifty-four  times  for  ectopic  pregnancy  and  I  have 
failed  to  find  hemorrhage  between  the  leaflets  of  the  broad 
ligaments."2 

The  opinions  of  these  two  men  should,  by  means  of  their 
unequalled  experience  be  regarded  as  authoritative,  but  they 
disagree  in  a  matter  pathologically  of  great  importance.  There 
is  no  doubt  that  Tait's  singular  experience  in  regard  to  intra- 
ligamentous rupture  of  tubal  pregnancy  has  not  been  verified 
by  other  observers,  nor  can  his  statement  in  regard  to  the  uni- 
form fatality  of  intra-peritoneal  hemorrhage  be  borne  out  by 
facts.  I  am  of  the  opinion  that  many  of  these  cases  recover, 
and  in  this  I  am  supported  by  Olshausen,  Veit,  and  other 
authorities.  My  own  experience  which,  it  is  true,  covers  only 
six  cases,  has  proven  this  to  my  own  satisfaction.  In  addition 
to  the  case  with  which  I  introduced  this  paper,  I  have  seen 
two  other  cases  in  consultation,  in  which  there  could  be  no 
reasonable  doubt  about  the  existence  of  ectopic  gestation  with 
rupture  into  the  peritoneal  cavity;  operation  was  refused, 
and  still  the  patients  recovered.     The  first  patient  when 

1  Tait  on  Diseases  of  Women  and  Abdominal  Surgery. 

2  Transactions  of  the  Philadelphia  Obstetrical  Society,  February  5,  1891. 
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seen  by  me  was  profoundly  collapsed,  exsanguinated,  and 
seemed  to  be  'on  tbe  verge  of  death ;  both  the  attending 
physician,  Dr.  J.  J.  Buchanan,  and  myself  urged  laparatomy 
as  the  only  hope  of  recovery,  but  this  the  patient  refused.  As 
this  patient  was  very  thin  and  the  abdomen  not  tender,  the 
examination  was  very  easy.  The  fluid  in  the  abdominal  cavity 
could  distinctly  be  made  out.  Bimanual  examination  dis- 
covered the  uterus  of  but  little  more  than  normal  size,  mov- 
able, and  pushed  to  the  right  by  a  boggy  mass  in  the  position 
of  the  left  Fallopian  tube.  This  mass  was  about  the  size  of  a 
large  orange,  but  somewhat  more  elongated.  The  sac  of 
Douglas  was  tilled  with  a  doughy  mass.  The  patient  graduallv 
rallied  and  improved,  but  very  slowly,  and  her  recovery  was 
very  tedious.  Three  months  afterward  I  had  an  opportunity 
to  examine  her  and  found  a  mass  in  her  pelvis  of  the  size  of  a 
large  lemon,  and  even  then  she  was  unable  to  attend  to  her 
household  duties. 

The  history  of  the  third  case  is  almost  identical  with  the  one 
just  narrated,  with  this  exception,  however,  that  her  condition 
had  never  become  so  extremely  alarming  and  threatening  as 
the  other.  She  also  recovered  without  operation,  but  though 
rupture  occurred  last  April,  her  family  physician,  Dr.  J.  J. 
Buchanan,  reported  to  me  a  few  days  ago  that  there  was  still 
a  mass  in  her  pelvis,  and  that  she  was  so  very  tender  that 
examination  could  only  be  made  with  great  difficulty.  It  is 
needless  to  say  that,  although  over  five  months  have  elapsed 
since  her  intra-peritoneal  hemorrhage,  she  is  still  suffering 
from  its  effects. 

Of  the  four  cases  in  which  I  performed  laparatomy,  in  one 
case,  reported  in  this  paper,  the  operation  was  made  almost  six 
weeks  after  rupture,  when  the  patient  was  slowly  recovering 
from  an  intra-peritoneal  hematocele ;  in  two  others1  rupture 
had  occurred  five  days  previous  to  operation,  both  patients 
were  rallying  from  their  condition  of  collapse,  and  there  were 
no  signs  of  any  renewal  of  hemorrhage ;  and  as  the  fetus  in 
both  cases  had  escaped  from  the  tube  into  the  abdominal 
cavity,  it  is  at  least  probable  that  recovery  would  have  taken 


1  Reported  in  Pittsburg  Medical  Review,  1891. 
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place  without  operation.  We  have,  therefore,  five  cases  out 
of  a  total  of  six  iu  which  there  is  a  strong  probability  of  re- 
covery, though  undoubted  rupture  into  the  peritoneal  cavity 
had  occurred.  Ordinarily  we  could  hardly  expect  such  favor- 
able results,  but  I  feel  confident  that  the  percentage  of  recovery 
is  much  larger  than  we  have  been  led  to  believe.  Granted, 
then,  that  this  is  the  case,  should  we  change  the  method  of 
treatment  of  this  affection  now  generally  advocated,  namely, 
laparatomy,  as  soon  as  this  condition  is  recognized  ?  I  would 
say,  emphatically,  No !  There  is  too  much  uncertainty  in  this 
matter,  and  while  undoubtedly  many  would  recover  without 
operation,  there  is  a  very  large  percentage  which  only  prompt 
operation  can  save;  unfortunately  we  have  no  means  of  know- 
ing which  are  the  fortunate  cases  that  would  escape  a  fatal 
termination.  Within  a  year  I  have  had  an  opportunity  to  see 
two  specimens  of  tubal  pregnancy  removed  post-mortem  from 
cases  unknown  to  me,  which  probably  could  have  been  saved 
by  prompt  operation  ;  one  of  these,  whose  ovisac  was  not  larger 
than  a  raspberry,  died  in  a  little  over  five  hours.  Promptness 
in  operating  should,  therefore,  be  our  rule ;  trusting  in  Nature 
to  avert  the  fatal  termination  is  illusory  and  is  apt  to  be  dis- 
appointing. I  would  advise,  therefore,  with  Dr.  Charles  A.  L. 
Reed,1  to  operate:  First,  before  rupture,  as  soon  as  the  condi- 
tion can  be  presumptively  diagnosticated.  Second,  in  cases 
after  rupture,  as  soon  as  evidences  of  internal  hemorrhage 
become  apparent. 

I  think  we  all  subscribe  to  the  above  treatment  with  the 
exception  of  those,  perhaps,  who  still  pin  their  faith  to  elec- 
tricity. We  are  probably  not  so  unanimous  in  the  cases  which 
have  passed  the  most  critical  period,  danger  of  death  from 
hemorrhage — i.  e.,  cases  in  which  the  hemorrhage  has  ceased 
and  the  patients  begin  to  rally  and  improve.  Most  authorities, 
I  believe,  counsel  conservatism  and  advise  against  operation, 
but  I  doubt  whether  such  a  course  would  serve  the  best  in- 
terests of  our  patients.  On  the  one  hand,  we  have  the  danger 
of  recurring  hemorrhage  (cases  in  which  bleeding  returned 
at  intervals  of  days  and  weeks  have  been  reported  by  Veit, 


1  Indications  for  Operation  in  Ectopic  Pregnancy. 
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Olshausen,  Price,  Tait,  and  others),  and  an  accumulation  of 
blood  in  the  abdominal  cavity,  which,  despite  the  well-known 
digestive  properties  of  the  peritoneum,  is  liable  to  produce  sepsis 
and  peritonitis.  Even  if  a  hematocele  has  formed,  there  is  still 
danger  of  sepsis  and  suppuration.  If  the  patient  survive  all 
these  dangers  her  convalescence  will  be  slow  and  tedious,  as 
has  been  shown  in  the  two  cases  referred  to  in  this  paper,  and 
the  tube,  which  was  the  seat  of  the  rupture,  will  not  only 
be  a  useless  organ,  but  it  may  prove  a  source  of  ill  health  and 
possible  danger  to  life  at  some  future  period.  On  the  other 
hand,  laparatomy  should  be,  and  has  proven  to  be,  a  perfectly 
safe  operation  in  skilled  hands,  especially  in  these  cases,  as  they 
have  already  recovered  from  their  collapsed  condition ;  by  it 
we  are  able  to  remove  all  present  and  future  danger.  In  none 
of  my  abdominal  work  have  I  seen  such  ideal  recoveries  and 
such  rapid  convalescence  as  in  the  four  cases  on  which  I  oper- 
ated. They  gained  strength  during  the  two  weeks  they  spent 
in  bed.  One  patient,  in  whom  the  pulse  had  been  from  120  to 
160  during  the  five  days  previous  to  operation,  had  a  pulse  of 
90  in  the  morning  after  operation.  I  would,  therefore,  in  the 
interest  of  the  patient,  advise  laparatomy,  though  all  present 
hemorrhage  had  ceased,  and  even  if  an  intra-peritoneal  hema- 
tocele had  formed,  provided,  of  course,  that  the  operator  has 
the  necessary  skill  and  the  surroundings  are  favorable  for  an 
aseptic  operation. 

In  closing  this  already  too  lengthy  paper,  permit  me  a  few 
words  in  regard  to  a  danger  referred  to  by  Olshausen,1  Reed,2 
and  others,  which  patients  with  ectopic  gestation  are  liable  to 
encounter,  namely,  a  recurrence  of  such  an  accident  in  the 
other  tube.  To  avoid  this  danger,  it  has  been  suggested  to 
remove  both  tubes  when  operating  for  tubal  pregnancy,  justi- 
fying this  course  by  the  assumption  that  ectopic  pregnancy  is 
almost  invariably  due  to  salpingitis,  which  in  the  large  majority 
of  cases  is  bilateral.  It  is  not  my  purpose  at  present  to  go  into 
the  etiology  of  this  affection,  but  to  simply  look  at  this  matter 
in  its  practical  bearings.    Where  the  tube  that  is  not  the  seat  of 

'  Extra-uterinschwangerschaft  mit  besonderer  Beriicksichtigung  der  zweiten  Haelfte 
der  Schwangerschaft. 
2  Indication  for  Operation  in  Ectopic  Pregnancy. 
Obst  Soc  14 


210  MOOT   POINTS  IN   ECTOPIC  GESTATION. 

fetation  is  seriously  diseased,  its  removal  is  plainly  indicated  : 
but  where  no  such  marked  disease  is  present  such  a  course,  in 
my  opinion,  would  hardly  be  rational.  Of  my  four  cases,  in 
two  the  tube  and  ovary  were  perfectly  normal;  in  one  (the  case 
reported  in  this  paper)  the  left  ovary  was  slightly  adherent, 
but  the  tube  and  ovary  were  otherwise  normal ;  in  one  only 
was  the  removal  of  the  other  tube  indicated  for  disease.  The 
result  of  this  conservative  course  of  treatment  was  pregnancy 
in  two  cases;  one  has  since  been  delivered  of  two  living  chil- 
dren, and  the  other  is  in  her  seventh  month  of  pregnancy. 


SUPPURATING  CYST  DEVELOPED  FROM  AD- 
HERENT OVARIES  AFTER  REPEATED 
ATTACKS  OF  INFLAMMATION. 


Secondary  Operation  for  the  Removal  of  Intra- 
ligamentous Cysts. 


By  EUFUS  B.  HALL,  M.D., 

CINCINNATI. 


In  presenting  this  paper  I  have  selected  three  cases  from  my 
work  of  the  past  few  mouths,  which  illustrate  some  inter- 
esting points,  and  teach  a  very  valuable  lesson,  which,  in  the 
judgment  of  the  writer,  cannot  be  too  forcibly  emphasized  by 
men  engaged  in  abdominal  and  pelvic  surgery.  I  report  the 
cases  as  illustrating  three  of  as  difficult  abdominal  operations 
as  it  has  been  my  misfortune  to  have  ever  seen.  While  it  is 
not  a  pleasant  task  for  an  operator  to  report  the  cases  which 
have  not  recovered,  it  is  my  practice  to  do  so,  for  it  almost 
always  occurs  that  from  the  careful  study  of  these  unfortu- 
nate results  much  valuable  information  is  gained,  and  I  am 
quite  certain  that  we  shall  not  be  disappointed  in  the  present 
instance  in  that  particular.  Even  though  the  task  be  an 
unpleasant  one,  it  is  one  which  every  operator  should  do  as 
promptly  and  carefully  as  he  reports  his  successful  cases;  yet 
I  am  in  a  position  to  say  that  it  is  not  always  done. 

_  Case  I.-Mrs.  W,  aged  thirty-three,  Troy,  Ohio.  Mother  of  one  child 
nine  years  o  d.  One  year  after  the  birth  of  her  child  the  patient  had  an 
attack  of  pelvic  inflammation,  from  which  she  never  fully  recovered  yet  she 
was  able  to  move  about  the  house  after  a  few  weeks.  For  a  period  of  four 
years  just  preceding  the  operation  she  was  so  ill  that  she  required  constant 
treatment  The  last  two  years  she  suffered  constant  pain,  and  for  four 
months  before  the  operation  she  was  confined  to  the  bed.   Being  the  wife 
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of  a  physician,  she  received  attentive  care  during  all  of  those  years. 
The  treatment  gave  temporary  relief  only,  and  after  each  recurring  attack 
the  patient  was  conscious  of  the  fact  that  she  did  not  regain  her  health  to 
the  same  degree  which  she  had  previously  enjoyed.  As  she  expressed  it  to 
me  she  was  slowly  but  surely  becoming  reduced  to  a  chronic  invalid.  The 
question  of  an  operation  had  been  often  discussed  by  the  patient  and  her 
husband,  and  as  often  discarded.  It  was  only  after  the  discovery  of  the 
tumor  that  either  would  be  convinced  that  an  operation  must  be  undertaken 
if  they  hoped  to  effect  a  cure  or  avert  a  speedy  death.  When  I  was  asked 
to  see  the  patient  in  January,  1891,  I  found  that  she  had  a  tumor  about  the 
size  of  a  child's  head  at  birth,  and  had  been  suffering  for  weeks  from  an 
attack  of  peritonitis  and  sepsis.  She  was  in  such  a  miserable  condition  then 
from  long  suffering  and  the  effects  of  morphine,  having  a  high  daily  tem- 
perature, that  I  advised  a  short  delay,  with  the  hope  that  we  might  put  her 
in  a  better  condition  for  an  operation.  The  morphine  was  taken  away  and 
phenacetine  substituted,  and  the  patient  urged  to  take  as  much  liquid  food 
as  possible.  She  improved  to  some  extent,  and  after  six  weeks  was  moved 
to  my  "Home  "  for  the  operation,  which  was  made  February  28,  1891,  and 
the  specimens  here  presented  removed  with  the  greatest  possible  difficulty. 
Tou  will  observe  the  shreds  of  adhesions  attached  to  every  portion  of  the 
eyst  wall,  also  the  exceedingly  thin  wall  of  a  part  of  the  cyst.  The  contents 
was  pus,  and  much  of  it  was  spilled  inside  before  the  cyst  could  be  enucle- 
ated. The  patient  had  a  slow  recovery,  but  was  able  to  go  home  in  five 
weeks,  and  is  now  in  good  health. 

Case  II. — Mrs.  S-,  Mount  Auburn,  Cincinnati,  aged  thirty-nine  years, 
mother  of  three  children,  the  youngest  nine  years  old.  She  was  conscious  of 
the  fact  that  she  had  some  pelvic  trouble  after  the  birth  of  her  last  child. 
When  it  was  fifteen  months  old  she  first  sought  relief  on  account  of  pelvic 
pain.  Soon  after  the  physician  commenced  to  make  local  applications  the 
patient  had  an  attack  of  peritonitis  which  confined  her  to  the  bed  for  a 
number  of  weeks.  Three  weeks  of  that  time  the  whole  abdomen  was  cov- 
ered with  flaxseed-meal  poultices  as  hot  as  the  patient  could  stand.  They 
were  changed  every  one  and  one-half  hours,  so  they  should  be  kept  con- 
stantly hot.  After  the  patient  became  able  to  move  about  after  that  attack 
she  had  local  treatment  for  twelve  or  eighteen  months  regularly,  until 
she  revolted.  Then  that  was  for  a  time  suspended.  For  the  following  two 
years  she  was  more  or  less  under  the  care  of  her  physician,  "always  con- 
scious of  a  tender  lump  in  the  right  side"  of  the  pelvis.  In  April,  1887, 
the  patient  again  had  an  attack  of  peritonitis,  which  confined  her  to  the 
room  twelve  weeks.  Nine  weeks  of  the  time  she  could  not  leave  the  bed. 
The  first  three  weeks  of  that  time  she  was  again  poulticed  as  before.  After 
that  date  she  suffered  constant  pelvic  pain,  which  could  only  be  relieved, 
not  cured,  by  her  attentive  physician.  The  enlargement  "or  tumor"  was 
discovered  some  time  before  the  operation.  It  was  variously  diagnosticated  by 
different  physicians.  Early  in  July,  1890,  a  well-known  physician  of  Cincin- 
nati thought  electricity  would  be  just  the  thing  for  a  growth  of  that  kind, 
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with  such  a  history  as  this  patient  had,  and  so  applied  it ;  but  unfortunately 
for  the  patient  it  did  just  what  every  man  engaged  in  this  work  knows  it 
will  do — it  set  up  an  attack  of  peritonitis  which  nearly  cost  the  patient  her 
life.  Another  well-known  physician  saw  the  case  with  the  attending  physi- 
cian with  reference  to  an  operation  some  weeks  before  the  operation  was 
made,  which  was  after  the  patient  had  been  treated  by  electricity,  and  many 
months  after  the  tumor  had  been  discovered,  yet  he  could  see  no  reason  why 
an  operation  should  be  advised  or  made,  and  so  expressed  himself,  notwith- 
standing the  facts  that  the  patient  was  a  confirmed  and  suffering  invalid, 
confined  to  the  bed  for  weeks  at  a  time  with  peritonitis  from  the  most  trivial 
causes,  with  a  well-defined  tumor  in  the  pelvis  and  abdomen.  The  patient 
came  under  my  observation  in  April,  1891,  after  she  had  been  suffering  for 
weeks  from  peritonitis  and  sepsis.  The  pelvis  was  partly  filled  by  a  tumor, 
which  extended  into  the  right  side  of  the  abdomen.  The  tumor  was  some- 
what larger  than  a  cocoanut.  The  operation  was  made  April  27, 1891.  There 
were  dense  adhesions  to  intestines,  omentum,  and  pelvic  floor.  Every  portion 
of  the  cyst  was  adherent  except  the  space  of  two  square  inches  upon  the 
upper  surface.  One  who  has  not  had  experience  in  removing  ovarian  cysts, 
which  have  developed  from  an  ovary  bound  down  <fey  adhesions,  where  the 
patient  has  suffered  for  many  years  from  repeated  attacks  of  peritonitis,  can- 
not quite  appreciate  the  difficulties  to  be  overcome  in  such  cases.  You  will 
observe  by  this  specimen  that  every  portion  of  the  cyst  wall  except  the  little 
space  in  front  is  covered  by  ragged  shreds  illustrating  the  adhesions.  The 
tumor  contained  pus.  The  patient  rallied  better  than  anyone  could  expect, 
but  died  the  fourth  day  from  the  preexisting  sepsis,  which  had  existed  for 
weeks  before  the  operation. 

Eemarks. — Both  of  the  preceding  patients  had  been  great 
sufferers  for  years  ;  both  had  suppurating  cysts  developed  from 
adherent  ovaries  of  long  standing;  both  had  chronic  sepsis  at 
the  time  of  operation.  The  facts  to  be  derived  from  them  are 
worthy  of  careful  consideration  by  every  physician  in  the  land. 
I  have  thus  gone  into  details  more  than  I  otherwise  would 
had  it  not  been  that  I  wanted  the  expression  of  the  Fellows  of 
this  Association  upon  non-interference  in  such  cases.  The  first 
fact  to  be  derived  from  these  cases  is  that  when  a  woman  is 
rendered  an  invalid  from  repeated  attacks  of  pelvic  inflamma- 
tion, with  adherent  ovaries  and  tubes,  which  are  evidently  the 
cause  of  the  attacks,  thus  threatening  life  and  rendering  their 
existence  a  burden,  they  should  be  advised  to  submit  to  an 
operation  for  the  removal  of  the  diseased  organs.  That  advice 
should  be  given  as  early  as  it  is  evident  that  nothing  but  an 
operation  can  bring  the  hoped-for  relief,  and  not  be  deferred 
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until  the  dernier  ressort  as  it  was  in  these  cases.  Particularly  is 
this  true  of  the  last  case,  which  was  known  to  have  a  tumor  in 
the  abdomen  for  many  months.  In  my  judgment  the  physician 
who  does  not  thus  advise  his  patient  is  more  than  negligent  of 
his  duty.  If  the  operation  had  been  made  years  before  in 
both  cases  the  patients  would  have  been  saved  untold  suffer- 
ing, and  who  could  say  that  both  patients  would  not  have 
recovered  ?  I  cannot  understand  why  anyone  who  is  himself 
an  operator  could  not  see  the  necessity  for  an  operation  in  the 
last-named  case,  with  the  history  of  the  case  to  guide  him,  and 
a  well-defined  tumor  in  the  abdomen. 

Case  III. — The  third  case,  Mrs.  D.,  aged  thirty-nine,  of  Cincinnati,  is  one 
of  more  than  ordinary  interest,  from  the  fact  that  the  case  was  one  of  double 
intra-ligamentous  cyst.  Twenty  months  before  the  operation  the  patient  had 
been  subjected  to  an  abdominal  section  by  a  physician  who  found  an  intra- 
ligamentous cyst  of  the  right  side,  which  he  stitched  to  the  abdominal  wound 
after  it  had  been  tapped.  After  five  months  of  pus  and  sepsis  the  external 
wound  closed,  but  after  a  few  months  opened  through  the  vagina  and  dis- 
charged pus  ever  afterward.  The  operation  did  not  relieve  the  patient  of 
pain,  and  after  the  operation  she  had  a  number  of  attacks  of  peritonitis, 
which  confined  her  to  bed  for  months  at  a  time.  When  she  came  under  my 
observation,  early  in  July,  1891,  she  was  convalescing  from  an  attack  of 
peritonitis,  which  commenced  early  in  February,  and  was  yet  unable  to  leave 
the  bed.  There  was  a  ventral  hernia  at  the  old  scar  and  a  tumor  about  the 
size  of  a  cocoanut  in  the  pelvis  and  abdomen.  She  had  frequent,  almost 
daily,  attacks  of  pain,  lasting  for  hours,  which  could  only  be  made  tolerable 
by  large  doses  of  opium  for  weeks  before  the  operation.  The  patient  was  a 
hopeless  and  suffering  invalid  unless  she  could  be  relieved  by  an  operation. 
Her  suffering  surpassed  anything  I  have  ever  witnessed,  except  in  the  last 
stages  of  malignant  disease  of  the  uterus.  The  patient  and  friends  were  anx- 
ious for  any  operation  which  promised  relief,  and  thoroughly  understood  that 
the  operation  only  promised  the  last  and  only  chance  for  relief.  I  was  not 
anxious  to  operate  after  the  abdomen  had  once  been  opened  and  a  cyst  stitched 
to  the  abdominal  wall,  which  had  been  followed  by  months  of  suppuration  and 
sepsis.  I  knew  we  would  have  the  old  cyst- wall  "pus  sac,"  which  was  left 
after  the  first  operation,  to  dissect  from  the  broad  ligament,  as  well  as  firm 
and  extensive  intestinal  adhesions  of  twenty  months'  duration  to  deal  with, 
and  possibly  a  second  intra-ligamentous  cyst  upon  the  opposite  side,  yet  as  a 
matter  of  duty  I  could  not  decline  to  operate  and  do  that  duty.  If  we 
encountered  all  of  these  conditions  the  case  would  be  a  desperate  one  at  best. 
After  all  the  facts  had  been  plainly  stated  to  the  patient  and  friends  they 
decided  to  take  the  chance  which  an  operation  promised  rather  than  to  suffer 
longer.  The  operation  was  made  August  31,  1891,  in  the  presence  of  Dis. 
Drake,  Reed,  and  Ricketts,  with  Drs.  Johnston  and  Colter  assisting.  The 
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abdomen  was  opened  above  the  old  scar.  It  was  found  that  there  was  exten- 
sive intestinal  adhesions  to  the  abdominal  wall  and  the  old  cyst  wall.  The 
incision  was  now  enlarged  toward  the  pubis  to  the  left  of  the  median  line,  so 
as  to  avoid  the  adherent  intestine.  After  an  hour's  tedious  dissection,  for  the 
adhesions  were  so  firm  that  they  could  only  be  separated  by  the  knife  and 
scissors,  the  intestine  was  liberated  so  as  to  give  working  room.  It  was  found 
that  there  was  an  intra-ligamentous  cyst  on  the  left  side  the  size  of  a  cocoa- 
nut,  which  was  completely  dug,  as  it  were,  out  of  the  broad  ligament,  after 
which  the  one  that  had  been  stitched  to  the  abdominal  wall  was  dissected 
out  of  the  broad  ligament.  I  here  present  both  cysts.  You  can  see  that 
they  were  completely  enucleated.  There  were  extensive  intestinal  adhesions 
in  the  pelvis,  but  no  attempt  was  made  to  liberate  them.  The  hernial  sac 
was  cut  away,  a  glass  drainage-tube  placed,  and  the  cavity  closed.  The 
patient  rallied  well  from  the  shock,  but  died  from  intestinal  obstruction  on 
the  fourth  day.  There  was  no  leakage  from  the  intestine  into  the  abdominal 
cavity,  as  demonstrated  from  the  drainage-tube,  which  remained  in  until 
near  the  time  of  her  death. 

In  reviewing  this  case,  I  am  certain  that  it  would  have  beem 
vastly  better  for  the  patient  if  the  operation  had  been  com- 
pleted and  the  cyst  removed  at  the  first  attempt.  I  believe 
that  no  operator  is  justified  in  leaving  an  abdominal  operation 
incomplete,  except  iu  malignant  disease,  for  the  reason  that  all 
other  growths  can  be  removed,  and  it  should  be  done  when 
once  attempted.  I  am  confident  that  the  intestinal  adhesions 
from  the  former  operation  had  much  to  do  in  causing  the  fatal 
result.  While  I  much  regret  the  fatal  termination,  I  feel  that 
I  did  right  in  operating,  and  would  again  do  so  under  similar 
circumstances. 

So  long  as  the  general  practitioner  persists  in  pursuing  what 
he  pleases  to  call  conservative  treatment  in  these  cases,  and 
keeps  patients  under  his  care  just  as  long  as  he  can  keep 
breath  in  them,  and  surgeons  of  the  older  class  turn  these 
patients  from  the  consulting-room  as  non-operative  cases,  and 
thus  defer  operation,  or  a  case  is  made  still  more  complicated 
from  incompleted  operations,  we  shall  continue  to  see  just  such 
desperate  cases,  and  the  men  engaged  in  this  special  work 
must  act  as  surgical  missionaries  and  have  such  neglected 
cases  as  the  foregoing  come  to  them  for  operation.  While  this 
state  of  affairs  exists,  what  can  we  hope  for  other  than  a  high 
mortality  in  these  delayed  cases — and  who  should  be  held 
responsible  for  the  deaths  ? 
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Dr.  M.  Rosenwasser,  of  Cleveland  (by  invitation). — Mr.  President : 
Referring  to  the  third  case  reported  by  Dr.  Hall,  I  would  protest  against 
the  assertion  that  the  adhesions  were  necessarily  due  to  the  first 
operation.  Intestinal  adhesions  are  common  in  intra-ligamentary 
cysts,  but  to  the  broad  ligament,  not  to  the  cyst,  and  will  be  encoun- 
tered whether  the  operation  be  primary  or  secondary.  The  broad  liga- 
ment can  be  incised  and  the  cyst  enucleated  without  disturbing  the 
adhesions.  Another  assertion — that  these  cysts  ought  to  be  removed  at 
all  hazards — must  not  pass  unchallenged.  It  is  occasionally  better  not 
to  persist  in  attempting  the  removal.  You  may  find  the  cyst-wall  very 
thin  ;  the  enucleating  fingers  will  be  continually  breaking  through  the 
enveloping  broad  ligament,  and  when  the  base  of  the  latter  is  reached 
you  are  dealing  with  shreds  of  both  membranes.  If  you  persist  now 
in  liberating  the  bottom  of  the  cyst  from  the  pelvic  floor  you  invite 
disaster  from  hemorrhage  and  shock.  I  am  of  opinion,  therefore,  that 
in  some  cases  it  is  much  better  to  stitch  the  cyst  to  the  abdominal 
wall  and  drain,  leaving  the  cyst-wall  alone. 

Dr.  H.  O.  Marcy,  of  Boston. — In  a  certain  class  of  cases  I  believe 
it  is  necessary  to  stitch  the  suppurating  sac  to  the  peritoneal  opening 
and  use  drainage.  These  cases,  however,  are  rare,  and  with  the  better 
means  at  our  disposal  will  steadily  lessen.  It  is  generally  much  better 
to  carefully  enucleate  and  with  lines  of  buried  animal  sutures  coaptate 
the  freshened  surfaces.  This  prevents  bleeding,  shuts  off  large  surfaces 
from  a  possible  infection,  and  enables  the  surgeon  to  complete  the 
operation  and  entirely  close  the  wound.  I  have  frequently  sutured 
long,  deep  wounds  in  this  way  with  the  happiest  of  results.  A  long, 
curved  needle  set  in  a  strong  handle,  with  eye  near  the  point,  will 
often  enable  the  operator  to  close  with  deep  double  continuous  sutures 
a  deep  pocket  otherwise  reached  with  difficulty. 

Dr.  James  F.  W.  Ross,  of  Toronto. — I  would  like  to  say  one  word 
with  regard  to  my  experience  in  opening  these  cases  of  pelvic  abscess 
occurring  in  suppurating  ovarian  tumors  or  pus  tubes  that  cannot  be 
readily  removed,  and  draining  them  from  the  front.  Within  the  last 
week  I  have  had  the  misfortune  to  have  a  patient  die  on  whom  I 
operated  one  year  ago.  I  found  then  that  she  had  a  so-called  pelvic 
abscess,  that  it  was  impossible  to  get- it  out,  and  that  it  required  drain- 
age. The  only  thing  I  could  do  was  to  put  a  drainage-tube  down  from 
the  front  into  the  abscess  cavity,  and  she  recovered  from  the  operation. 
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I  washed  out  the  cavity  regularly.  Pus  continued  to  discharge,  and 
seven  weeks  ago,  at  her  earnest  solicitation,  I  made  another  effort  to 
clear  out  her  pelvis. 

I  have  two  cases  in  ray  mind  where  this  operation  of  opening  into 
a  pelvic  abscess  from  the  front  has  not  cured  them.  I  did  the  best  I 
could,  but  what  gave  me  more  trouble  than  anything  else  during  the 
operation  was  the  old  drainage-tube  track.  I  was  astonished  at  the 
appearance  of  this  track  ;  it  was  like  a  thick,  hollow  pillar,  going 
down  into  the  abscess  cavity.  It  was  formed  by  knuckles  of  in- 
testine glued  around  where  the  tube  had  been.  It  was  an  absolute 
impossibility,  without  tearing  the  intestine,  to  remove  it.  This  old 
track  prevented  me  from  removing  the  cause  of  the  difficulty.  I 
simply  closed  the  wound.  The  patient  lived  for  six  weeks,  and  died 
from  chronic  suppuration.  One  abscess-cavity  burst  into  the  rectum 
at  the  time  of  the  operation.  I  see  it  recorded  here  and  there  that 
this  opening  and  draining  is  a  very  simple  operation,  and  they  get 
well,  but  my  experience  in  these  two  cases  has  been  that  they  do  not 
get  well.  I  could  press  on  the  pus-cavity  from  the  vagina  and  force 
the  pus  up  through  the  drainage-tube  track  quite  distinctly.  Perhaps 
we  can  get  better  results  by  thorough  drainage,  and  even  then  the 
cases  are  not  cured.  To  tear  bowel  in  half  a  dozen  places,  tear  into 
bladder  to  remove  a  pus  tube  from  the  site  of  a  fistulous  adhesion, 
certainly  means  great  risk  to  the  patient  with  a  probable  inability  to 
complete  the  operation. 

Dr.  W.  W.  Seymour,  of  Troy. — I  would  like  to  call  attention  to 
one  method  in  connection  with  these  cases.  That  is  the  method,  sug- 
gested originally  by  Hegar,  of  approaching  these  bodies  of  pus  through 
the  ischio-rectal  space.  There  is  the  advantage  of  not  involving 
cavities  ordinarily  septic,  at  the  same  time  giving  thoroughly  depen- 
dent drainage.  In  such  a  case  as  mentioned  by  Dr.  Ross  there  is  no 
very  great  anatomical  objection  to  attacking  the  pus  in  this  wise  and 
draining  the  abscess  through  the  artificial  drainage  channel. 

Dr.  Hall  (closing  the  discussion). — A  word  first  in  reference  to 
the  two  first  cases  reported  :  the  suppurating  cyst  developing  from  ad- 
herent ovaries  of  long  standing.  They  illustrate  very  forcibly  the 
advisability  of  an  operation  in  cases  of  repeated  attacks  of  inflam- 
mation as  early  as  it  is  evident  that  nothing  but  an  operation  can  cure 
them.  These  women  were  worse  than  invalids;  they  were  martyrs  for 
years,  and  the  fact  that  they  were  both  wealthy  and  cultured  women 
only  illustrates  what  Dr.  Price  said  yesterday,  that  you  get  the  worst 
cases,  the  most  desperate  cases,  in  tlie  better  class  of  patients.  They 
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are  not  willing  to  take  the  risk  of  an  operation,  for  fear  it  will  go 
against  them.  The  only  point  that  I  want  to  emphasize  in  those  cases 
is  the  necessity,  well  demonstrated,  of  an  early  operation  before  there 
is  a  cyst  developed.  If  they  had  been  operated  upon  earlier  it  would 
have  been  better  for  both  of  them.  The  criticism  on  the  last  case  is 
not  really  to  the  point  in  some  particulars.  I  will  first  say  there  was 
an  irregular  scar,  like  the  map  of  Ireland,  on  the  abdomen  of  the  last 
reported  case.  It  was,  perhaps,  three  by  two  and  a  half  inches.  All 
around  that  were  coil  after  coil  of  intestine,  and  down  one  side  or  end 
here  ran  the  old  cyst  wall,  down  into  the  pelvis  on  her  right  side. 
(Illustrates  on  the  blackboard.) 

Now,  then,  in  reference  to  separating  the  intestinal  adhesions  men- 
tioned in  the  paper.  If  you  will  call  to  mind,  there  was  an  hour's  time 
spent  in  separating  the  adhesions,  inputting  away  here  (pointing  to 
illustration  on  the  blackboard)  to  get  into  the  pelvis.  They  were  not 
stripped  off.  The  only  way  was  to  cut  around  them  with  scissors  or 
knife  and  dissect  the  abdominal  wall  from  the  coil  of  the  intestine ; 
that  was  where  the  difficulty  came  in  in  separating  the  adhesions  ;  and 
here  at  the  top  of  the  cyst  there  was  a  sinus.  There  was  no  attempt 
to  separate  the  adhesions  from  the  cyst  wall.  I  enucleated  the  cyst 
and  let  the  intestines  remain  where  they  were.  The  pockets  made  by 
the  cyst  were  brought  together  and  stitched.  In  all  intra-ligamentous 
cysts  it  should  so  be  done.  I  still  claim  that  the  adhesions  in  the 
pelvis  and  every  place  around  this  wall  had  much  to  do  with  the  fatal 
termination.  The  woman  died  from  intestinal  obstruction.  It  may 
have  been  that  the  intestine  was  paralyzed  from  the  long  handling 
during  the  dissection,  but  if  the  cyst  had  been  removed  at  the  first 
operation  we  would  not  have  been  compelled  to  handle  the  intestines 
that  adhered  to  the  abdominal  wall.  I  insist  that  when  a  man  once 
attempts  to  remove  such  a  cyst  he  should  not  stop  short  of  complete 
removal,  even  if  the  patient  dies  on  the  table.  It  would  have  been 
better  for  my  patient  to  have  died  on  the  table  than  to  suffer  the  twenty 
months  that  she  did.  If  it  had  been  done  then  the  patient  almost 
certainly  would  have  recovered.  She  recovered  with  twenty  times 
greater  load  to  carry.  She  had  abscess  after  abscess  all  over  the  pelvic 
and  abdominal  cavities.  Her  hair  came  out.  She  was  nearly  a  year 
in  bed  before  she  could  get  out.  The  case  illustrates  the  absolute  duty 
of  a  man  to  take  out  the  growth  when  it  is  once  attempted.  A  man 
who  is  not  able  to  take  out  a  growth,  no  matter  what  it  is,  unless  it  is 
malignant,  should  never  open  an  abdomen. 
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By  FLORIAN  KRUG,  M.D., 

NEW  YORK. 


The  value  of  Esmarch's  bandage  and  the  artificial  anemia 
produced  by  it,  is  fully  understood.  No  surgeon  would  now- 
adays think  of  performing  an  operation  on  the  extremities 
without  availing  himself  of  the  advantage  which  this  valuable, 
though  simple,  addition  to  our  surgical  means  affords  him. 

Now,  I  venture  to  state,  and  I  am  sure  that  I  am  not  claim- 
ing too  much,  that  Trendelenburg's  posture  is  as  valuable  a 
help  and  deserves  to  be  as  fully  appreciated  in  abdominal  sur- 
gery as  Esmarch's  bandage  is  in  operations  on  the  extremities. 
I  confidently  believe  that  within  a  short  time  abdominal  sur- 
geons will  recognize  its  value  more  generally,  and  will  then  no 
more  think  of  dispensing  with  the  facilities  offered  by  this 
simple  and  effective  procedure,  than  they  would  deprive  them- 
selves of  Esmarch's  bandage  in  their  general  surgical  work. 

What  is  Trendelenburg's  Posture? 

It  simply  consists  in  raising  the  patient's  pelvis  and  letting 
the  body  slant  down  at  an  incline  of  from  45  to  60  degrees  to 
the  horizontal.  This  can  be  accomplished  by  very  simple 
means  as  well  as  by  very  complicated  appliances  specially  de- 
vised for  that  purpose.  However,  before  entering  into  details, 
I  would  like  to  give  a  short  historical  sketch  of  the  evolution 
of  this  procedure. 

The  idea  of  elevating  the  patient's  pelvis  is  indeed  quite  old. 
Fabricius  ab  Aquapendente  (born  1537),  already  recommended 
to  hang  up  the  patient  by  the  legs  and  to  shake  him  well,  in 
order  to  reduce  an  incarcerated  hernia.    Without  a  doubt, 
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many  a  surgeon  has  since  lowered  a  patient's  head  and  raised 
the  lower  portion  of  the  body  for  one  reason  or  another. 
Freund,  in  describing  his  first  operation  for  extirpation  of  the 
cancerous  uterus,  mentions  the  fact  that  he  put  the  patient  in 
such  a  position  as  to  have  her  head  toward  the  window  and 
lower  down  than  the  pelvis.  Kocks,  of  Bonn,  has  also  raised 
the  foot-end  of  the  operating-table ;  so  has  Noeggerath, 
formerly  of  New  York.  However,  this  can  in  no  way  detract 
anything  from  the  credit  due  to  Trendelenburg  for  having  first 
adopted  this  method  systematically,  to  have  scientifically 
understood  its  advantages,  and  proved  them  to  the  profession, 
inducing  others  to  follow  his  course. 

The  first  publication  on  the  subject  appeared  in  Langenbeck's 
Archiv  fur  klin.  Chirurgie,  in  1885,  and  was  written  by  Dr.  W. 
Meyer,  who  was  then  Prof.  Trendelenburg's  first  assistant. 
Eigenbrod,  also  one  of  Trendelenburg's  assistants,  wrote  on 
the  same  subject  in  1888,  in  the  Deutsche  Zeitschrift  fur  Chir- 
urgie. In  1890,  Trendelenburg  published  his  own  views  in 
Volkmann's  Klinische  Vortroge,  p.  355. 

Prof.  Trendelenburg  himself  states  that  he  began  using  it 
in  1880,  in  supra-pubic  cystotomy,  in  order  to  gain  a  good 
inside  view  of  the  bladder.  His  idea  was  to  use  the  negative 
pressure  thus  obtained,  in  order  to  cause  the  incised  bladder  to 
gape  according  to  the  same  principle  that  is  brought  in  effect 
by  Sims's  position.  During  the  winter  of  1887-88,  he  com- 
menced using  it  in  all  sorts  of  abdominal  surgery  and  has  ever 
done  so  since. 

As  will  be  seen  from  these  dates,  the  gentleman  who  made 
the  statement  last  winter  in  the  Obstetrical  Society  of  Xew 
York,  that  he  had  seen  Dr.  Xoeggerath,  formerly  of  this  city, 
make  use  of  this  method  in  1876  or  1877,  and  heard  him  call 
*it  Trendelenburg's  method  (see  page  599,  May  number  Journal 
of  Obstetrics,  1891),  will  have  to  confess  to  a  chronological  error. 

Early  in  1888, 1  witnessed  one  of  Dr.  W.  Meyer's  supra-pubic 
cystotomies,  and  was  immediately  impressed  with  the  enormous 
advantages  this  posture  would  offer  in  gynecological  operations. 
I  at  once  started  to  make  use  of  it  in  my  abdominal  work,  not 
being  aware,  at  that  time,  that  Trendelenburg  used  it  for  any- 
thing else  besides  supra-pubic  cystotomy.    In  the  beginning  I 
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only  applied  this  method  in  cases  where  I  expected  to  meet 
with  special  difficulties  in  the  depth  of  the  pelvis ;  but  soon  I 
found  that  it  worked  so  very  well  that  I  employed  it  in  almost 
-every  case  of  abdominal  surgery  with  but  few  exceptions. 

The  total  number  of  laparatomies  done  by  me  in  this  posi- 
tion exceeds  150,  so  that  I  might  justly  be  entitled  to  speak  of 
its  merits. 

I  have  since  had  the  pleasure  of  demonstrating  its  utility  to 
a  great  number  of  operators,  to  whom  it  has  been  a  revelation, 
every  one  of  them  having  become  an  ardent  follower  of  this 
excellent  method.  Proof  of  this  is,  that  several  new  devices 
and  modifications  of  operatiug-tables  have  been  brought  out 
in  New  York  during  the  last  year.1 

What  are  Its  Advantages? 

They  can  be  pointed  out  in  a  few  words :  Following  the 
law  of  gravity,  all  the  contents  of  the  abdominal  cavity  fall 
toward  the  diaphragm,  and  the  pelvis  becomes  free  and  easy 
of  access.  If  the  narcosis  is  at  all  sufficient,  a  protrusion  of 
the  gut,  which  so  often  disagreeably  happens  in  the  horizontal 
position,  is  impossible.  A  single  flat  sponge  will  suffice  to 
keep  the  intestines  out  of  view  during  the  entire  operation. 
All  unnecessary  handling  of  them,  particularly  eventration  of 
the  same,  which  operators  have  sometimes  found  necessary 
when  operating  in  the  horizontal  position,  is  thus  strictly 
avoided. 

The  main  advantage  is,  however,  that  the  operator  can  see 
everything  he  is  doing.  The  entire  true  pelvis  is  before  him 
as  in  an  anatomical  demonstration.  He  can  see  the  ureters 
and  easily  avoid  them ;  every  bleeding-point  is  at  once  detected 
and  easily  tied ;  no  accumulation  of  blood  or  pus  in  Douglas's 
pouch  is  possible,  as  it  is  readily  recognized  and  easily  wiped 
off. 

1  In  an  editorial  note  of  the  March  number  of  the  Archives  of  Gynecology,  p. 
148,  is  to  be  found  the  following  remark  : 

"To  Dr.  Florian  Krug,  of  this  city,  is  due  the  credit  of  popularizing  Trendelen- 
burg's method  in  this  country  To  see  him  operate  after  this  method  one 

•can  easily  recognize  the  many  advantages  it  offers  over  the  usual  horizontal  position." 
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I  have  been  told  by  some  gentlemen  who  have  not  yet  taken 
the  trouble  to  investigate  this  method,  that  they  did  not  need 
in  their  pelvic  operations  the  information  that  eyesight  gives, 
as  they  could  feel  everything  as  soon  as  they  were  able  to  in- 
sert two  fingers  into  the  peritoneal  cavity.  I  will  admit  that 
the  sense  of  touch  can  be  trained  to  a  high  degree  of  perfec- 
tion, but  I  think  the  blind  man  feeling  his  way  through  crowded 
streets  could  claim  with  the  same  right  that  he  can  find  his 
way  as  safely  and  quickly  as  the  one  who  has  the  use  of  two 
sound  eyes. 

Are  there  Any  Disadvantages  to  the  Method? 

None  whatsoever.  It  certainly  does  not  interfere  with  the 
anesthesia,  no  matter  whether  chloroform  or  ether  is  ad- 
ministered. On  the  contrary,  shock  due  to  sudden  anemia  of 
the  brain  is  much  less  liable  to  occur  than  in  the  horizontal 
position. 

The  objection  has  been  raised  by  operators  who  have  no 
personal  experience  with  this  procedure,  that  pus  from  a 
ruptured  ovarian  abscess  or  pyosalpinx  would  flow  all  over  the 
intestines  and  contaminate  the  entire  peritoneal  cavity.  The 
facts  are  just  the  reverse  of  this  theoretical  assertion.  In  the 
first  place,  if  Trendelenburg's  posture  is  used,  you  are  less 
liable  to  rupture  an  intra-peritoneal  pus  cavity,  since  you  are 
not  groping  in  the  dark,  but  see  what  you  are  doing,  and  can 
in  most  instances  avoid  this  accident.  In  fact,  it  has  rarely 
happened  to  me,  since  using  Trendelenburg's  posture,  that  I 
did  not  get  out  even  the  most  difficult  cases  of  pus  tubes  and 
ovaries  without  rupture. 

Should  it,  however,  occur,  the  flat  sponge  covering  the 
intestines  prevents  their  coming  in  contact  with  the  infectious 
material,  and  everything  can  be  wiped  off,  and,  if  thought 
necessary,  the  pelvis  may  be  packed  with  iodoform  gauze  after 
Mikulicz's  method,  before  the  patient's  pelvis  is  lowered  again 
and  the  sponge  removed. 

Again,  the  objection  might  be  raised,  that  to  gain  a  full  view 
of  the  pelvis  and  to  operate  upon  its  contents  under  control  of 
the  eye,  a  larger  incision  is  required  than  is  the  case  if  one 
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chooses  to  rely  upon  his  two  fingers.  But  is  there  really  any 
serious  objection  to  a  larger  opening?  Ventral  hernia  is  as 
liable  to  occur  in  a  two-inch  as  in  a  four-inch  incision,  if  the 
wound  is  not  properly  sewed  up.  Again,  the  obsolete  idea 
that  the  peritoneal  cavity  is  contaminated  by  the  entrance  of 
air,  and  that  the  amount  of  danger  is,  therefore,  proportionate 
to  the  length  of  the  incision  and  the  quantity  of  air  thus 
allowed  to  enter,  might  nowadays  be  dismissed  from  scientific 
consideration. 

On  the  contrary,  the  practice  of  making  as  small  as  possible 
an  incision  with  the  patient  in  the  horizontal  position,  cannot 
too  strongly  be  condemned  in  view  of  the  dangers  it  engenders. 
Time  and  again  I  have  seen  operators  make  an  incision  just 
large  enough  to  admit  of  two  fingers.  Then  they  would  com- 
mence digging  about  in  the  pelvis,  while  the  intestines  were 
constantly  slipping  in  between,  until  finally,  after  displaying  a 
good  deal  of  exertion  of  the  arm  muscles,  an  indefinite  mass 
of  ruptured  pus  tubes  and  ovaries  was  rudely  torn  from  its 
adhesions  and  tied  ofi".  Without  being  able  to  satisfy  himself 
where  the  bleeding  came  from,  nor  to  determine  if  any  infec- 
tious material  had  been  left  behind,  the  operator  would  then 
indiscriminately  pour  hot  water  into  the  peritoneal  cavity,  and 
would  rely  upon  the  so-called  "  washing  out,"  leaving  the  rest 
to  Providence  and  the  drainage-tube. 

In  no  other  branch  of  surgery  would  such  practices  be  toler- 
ated, and  the  sooner  they  are  abolished  in  gynecology,  in  favor 
of  sound  surgical  principles,  the  better  for  the  patients. 

Without  a  doubt,  a  great  deal  of  so-called  persistent  pain 
after  laparatomy  is  to  be  attributed  to  lesions  of  the  serous 
covering  of  the  intestines  and  pelvic  contents  due  to  these  un- 
surgical  methods.  The  apparently  frequent  occurrence  of 
fistulae  after  laparatomy  seems  also  to  be  traceable  to  such 
defective  technique. 

Special  Indications  for  Trendelenburg's  Posture. 

To  be  brief,  only  a  few  shall  be  mentioned : 
1.  As  has  been  pointed  out  already,  in  cases  of  removal  of 
diseased  tubes  and  ovaries,  particularly  when  they  are  the  seat 
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of  purulent  disease  and  are  bound  way  down  in  the  pelvis  by 
firm  adhesions,  advantages  are  gained  through  this  method, 
even  in  the  hands  of  the  tyro,  which  cannot  be  equalled  by 
the  highest  skill  and  attainments  of  the  expert,  should  he 
choose  to  deprive  himself  of  this  procedure. 

2.  In  ruptured  ectopic  gestation  the  bleeding-point  is  dis- 
covered at  once,  and  readily  tied  without  the  often  troublesome 
interference  of  the  small  intestines,  as  will  be  generally  the 
case  if  the  patient  is  in  the  horizontal  position.  If  you  have 
to  operate  while  the  patient  is  in  profound  shock  owing  to  the 
intra-peritoneal  loss  of  blood,  Trendelenburg's  posture  is  of 
special  advantage,  as  it  prevents  sudden  collapse  from  acute 
anemia  of  the  brain. 

3.  The  abdominal  extirpation  of  the  uterus,  be  it  for  myo- 
matous or  cancerous  disease,  is  rendered  very  much  easier  by 
this  method. 

In  over  twenty  cases  of  total  extirpation  which  I  have  done 
in  this  posture,  it  has  proved  itself  to  be  a  most  valuable  help. 
The  most  difficult  part  of  Freund's  operation,  viz.,  the  dis- 
secting off"  of  the  lower  third  of  the  uterine  attachments,  is 
incomparably  easier  in  Trendelenburg's  posture  than  in  the 
horizontal  position.  Trendelenburg's  posture  has  enabled  me 
to  shell  out  large  myomatous  nodules,  which  had  unfolded  the 
broad  ligaments,  in  such  an  easy  and  uncomplicated  manner 
that  it  was  a  revelation  to  myself  as  well  as  to  the  spectators. 

4.  Transperitoneal  hysterorrhaphy,  viz.,  stitching  the  pro- 
lapsed or  movable  retroflexed  uterus  to  the  anterior  abdominal 
wall  without  opening  the  peritoneal  cavity,  a  method  devised 
by  me  and  described  in  a  paper  read  before  the  Obstetrical 
Section  of  the  New  York  Academy  of  Medicine,  in  November, 
1890,1  is  only  feasible  in  Trendelenburg's  posture.  Without 
it,  I  must  consider  any  operation  of  this  kind — as,  for  instance, 
Howard  Kelly's,  which  he  has  since  abandoned — most  serious 
and  dangerous  on  account  of  possible  injury  to  the  intestines. 

Many  other  instances  could  I  point  out,  like  dermoid,  intra- 
ligamentous, parovarian  cysts,  etc.,  where  Trendelenburg's 
posture  is  most  essential  in  facilitating  difficult  operations,  but 

1  New  York  Medical  Journal,  January  3,  1891. 
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I  want  to  be  brief,  and,  therefore,  shall  mention  only  one  more 
of  its  manifold  advantages.  Leon  de  Mendes  has  first  called 
attention  to  the  fact,  that  this  posture  is  a  most  valuable  help 
in  gynecological  examinations,  the  negative  pressure  thus  pro- 
duced in  the  true  pelvis  affording  a  great  facility  to  explore  its 
contents.  No  special  apparatus  is  necessary  for  that  purpose, 
as  an  ordinary  couch  or  sofa  in  the  physician's  office  will 
readily  answer.  The  patient's  head  rests  about  in  the  centre 
of  the  lounge,  while  her  pelvis  is  placed  on  the  top  of  the 
head-rest,  thus  forming  the  highest  point,  and  allowing  the  legs 
to  hang  over. 

How  to  Place  the  Patient  in  Trendelenburg's  Posture. 

As  I  have  remarked  before,  the  elevation  of  the  patient's 
pelvis  to  the  desired  angle  can  be  accomplished  in  a  very  simple 
way,  as  well  as  by  expensive  and  complicated  apparatus.  The 
main  point,  however,  is  .that  the  angle  be  not  less  than  45 
degrees.  I  must  call  special  attention  to  this,  as  I  have  had 
occasion  to  witness  operations,  since  claimed  as  having  been 
done  in  Trendelenburg's  posture,  where  a  single  cushion  or 
small  wooden  wedge  was  placed  under  the  patient's  back, 
which  did  not  raise  the  pelvis  sufficiently,  furnishing  an  incline 
of  not  more  than  from  15  to  20  degrees  to  the  horizontal.  As 
this  is  apt  to  give  disappointment  and  will  only  throw  discredit 
on  the  original  procedure,  I  like  to  emphasize  this  point. 

In  my  earliest  operations  I  had  a  nurse  standing  at  the  end 
of  the  operating-table,  holding  the  patient's  legs  over  his 
shoulders.  (See  Fig.  1,  which  is  taken  from  Dr.  W.  Meyer's 
article  in  Langenbeck's  Arch.  f.  klin.  Chirurg.,  xxxi.  3.)  But 
I  soon  gave  it  up,  after  a  nurse  had  fainted  during  a  somewhat 
prolonged  operation.  After  some  experimenting,  I  finally 
adopted  a  very  simple  contrivance,  which  can  be  easily  attached 
to  any  kind  of  operating-table,  and  which,  also,  can  be  readily 
removed.  As  the  accompanying  two  figures  fully  illustrate  its 
use,  a  further  description  is  unnecessary.    (See  Figs.  2  and  3.) 

For  hospital  use  it  meets  all  requirements,  but  I  often  wished 
for  an  easily  portable  apparatus.  In  case  of  emergency  I  have 
nailed  an  ordinary  laundry  chair  upside-down  on  a  table  and 
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sawed  off  the  upper  pair  of  legs.  If  then  covered  with  a 
cushion  and  a  rubher  cloth,  it  is  ready  for  use. 

Lately,  I  had  a  very  simple  appliance  constructed,  which 
answers  the  purpose  in  every  respect.  It  consists  of  two  gal- 
vanized cast-iron  frames  (see  Fig.  4).  The  lower  one  can  be 
fastened  to  an  ordinary  laundry  table  as  well  as  to  any  kind  of 
operating-table,  either  by  screws  or  by  cabinetmaker's  clamps. 


Fig.  1. 


The  upper  frame  is  jointed  to  the  lower  one  and  is  covered 
with  heavy  sail  canvas,  on  which  straps  are  provided  for 
the  knees  and  ankles  of  the  patient.  After  the  abdominal  in- 
cision has  been  made,  the  upper  frame  is  raised  to  any  desired 
angle  and  held  there  by  supporters  on  both  sides,  as  shown  in 
the  figure. 

The  following  are  the  advantages  of  this  contrivance : 

1.  The  galvanized-iron  frame  is  easily  kept  clean  and  aseptic, 


Fig.  2. 


Showing  detachable  inclined  plane  adjusted  to  operating  table. 


Fig.  3. 


Showing  patient  in  Trendelenburg's  posture. 
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while  the  canvas  can  be  readily  sterilized  by  steaming  or 
boiling. 

2.  The  apparatus  can  be  easily  transported,  thus  facilitating 
its  use  in  the  patient's  house. 


Fig.  4. 


3.  Compared  with  other  apparatus  specially  devised  for  this 
purpose,  its  price  is  a  very  moderate  one  and  places  it  within 
the  reach  of  all. 


DISCUSSION. 

Dr.  Willy  Meyer,  of  New  York.  —  Having  had  the  great 
privilege  of  being  first  assistant  to  Professor  Trendelenburg's  surgical 
clinic  at  Bonn,  in  Germany,  at  the  time  when  that  gentleman  first 
used  this  method  now  bearing  his  name  in  operations  inside  of  the 
bladder,  I  gladly  answer  your  President's  kind  call  to  open  the  dis- 
cussion on  the  interesting  and  important  subject  of  Dr.  Krug's  valu- 
able paper.  Permit  me  first  to  emphasize  the  fact  that  this  posture  is 
"  Trendelenburg's  posture."  Although,  as  mentioned  already  by  Dr. 
Krug  in  his  paper,  Fabricius  ab  Aquapendente,  in  the  Sixteenth  cen- 
tury, tied  his  patients'  feet  and  hands  where  there  was  an  irreducible 
or  strangulated  hernia,  then  hung  them,  head  low  down,  and  shook 
them  to  reduce  such  a  hernia;  although  Sharp,  of  London,  about  200 
years  later,  has  done  the  same  thing  for  similar  cases;  and  Noeggerath, 
formerly  of  this  city ;  Kocks,  of  Bonn,  and  others,  have  put  a  footstool 
under  their  patients'  pelves  in  abdominal  operations,  you  gentlemen, 
and  everybody  else,  will  no  doubt,  confess  that  such  a  procedure  does 
not  mean  "  creating  and  developing  a  real  method."  I  know  from 
personal  observation  that  Prof.  Trendelenburg  entirely  independently 
came  to  use  this  posture.  Pie  wanted  to  enable  the  surgeon  to  see  and 
work  inside  of  the  bladder  with  the  help  of  the  ordinary  daylight, 
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and  for  this  purpose  tried  to  "unfold"  this  organ  with  air.  In  the 
reclined  (Trendelenburg's)  posture  the  pressure  in  the  bladder  is  nega- 
tive, just  as  in  the  vagina  in  Sims's  position,  its  walls  will  be  found 
apart.  Only  by  and  by  Trendelenburg  learned  to  see  the  great  ad- 
vantage of  putting  the  patient  into  this  posture  right  from  the  begin- 
ning in  operations  on  the  bladder  as  well  as  in  abdominal  sections  done 
for  troubles  located  in  the  small  pelvis.  It  is,  therefore,  our  duty  to 
give  credit  to  whom  it  belongs :  to  call  this  posture  "  Trendelenburg's 
posture." 

But  to  have  the  real  benefit  of  it  two  important  points  must  be  re- 
membered.   First,  the  pelvis  must  be  raised  sufficiently.    Many  fail 
in  this  respect.    Forty-five  degrees  is  the  smallest  angle  the  inclined 
plane  should  form  with  the  horizontal,  and  it  is  still  better  to  raise  it 
to  fifty  or  sixty  degrees.    Then  you  will  see  the  intestines  drop  toward 
the  diaphragm  as  soon  as  the  abdominal  cavity  has  been  opened,  pro- 
vided they  have  been  thoroughly  emptied  before  the  operation  ;  then 
you  will  hear — for  instance  in  supra-pubic  cystotomy — the  air  rush 
into  the  pre-vesical  space  with  a  peculiar  sound  ;  then,  if  you  are  going 
to  excise  a  diseased  womb  with  its  cervix,  by  laparatomy,  you  will  be 
enabled  to  do  it  easily.    You  will  not  only  be  enabled  to  see  a  bleed- 
ing vessel,  but  you  can  grasp  it  and  tie  it  low  down  in  Douglas's  cul-de- 
sac.    But  to  do  all  this — and  here  the  second  important  point  comes 
in — the  incision  must,  of  course,  be  comparatively  ample.    No  doubt 
many  a  gynecologist  has  trained  his  fingers  in  such  a  way  that  he  is 
able  to  perform  serious  operations  with  the  tips  of  two  or  three  fingers 
low  down  in  the  pelvis,  without  ever  looking  into  it.    But  gynecology 
is  only  a  branch  of  surgery.    The  surgeon  always  tries  "  to  see  "  what 
he  is  doing.    Why  should  it  be  different  in  gynecology  ?  Everybody 
will  admit  that  it  makes  very  little  difference  in  regard  to  the  course 
of  the  healing  process,  whether  the  incision  is  two,  three,  or  four  inches 
long.    This  method  will  do  away  with  the  old  "  working  around  in 
the  dark  ;"  it  enables  us  to  make  use  not  only  of  our  fingers  but  also 
of  our  two  eyes. 

Now,  whether  we  make  use  for  this  posture  of  Dr.  Krug's  new  de- 
sign ;  or  of  the  table  specially  constructed  for  this  purpose  by  Prof. 
Trendelenburg ;  or  of  the  simple  means  every  doctor  can  provide  in  an 
emergency  by  turning  a  chair  upside  down  and  cutting  off  the  posterior 
legs  as  far  as  the  cross-bar,  then  padding  this  inclined  plane  with  a 
blanket  and  putting  the  patient  on  top  of  it ;  or  whether,  at  last,  we 
use  the  variety  of  designs  brought  forward  by  Dr.  Edebohls  and  Dr. 
Cleveland,  both  of  this  city — the  real  nucleus,  the  principle,  remains 
the  same :  have  the  pelvis  sufficiently  raised  and  have  the  head  low 
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down,  so  that  the  patient  is  facing  the  window.  Dr.  Krug's  new  de- 
sign certainly  has  the  advantage  of  cheapness,  simplicity  of  manipula- 
tion and  cleaning,  and  light  weight.  It  can  be  carried  along  to  any 
house  and  screwed  on  the  table  and  everything  is  ready.  I  should 
propose,  however,  to  make  the  foot-rest  shorter,  so  that  the  head  is 
lying  on  a  horizontal  plane.  I  have  found  that  more  beneficial  for 
the  patient.  No  doubt  these  new  designs  will  be  very  useful  to  the 
gynecologist,  who  will  generally  finish  his  operation  in  the  one  posture. 
But  when  we  are  forced  to  change  the  posture  during  the  operation 
and  swing  our  patient  around  to  operate  afterward  in  the  lithotomy 
position,  as  in  external  urethrotomy  for  draining  the  bladder  after 
epicystotomy  or  in  Krug's  lapara- hysterectomy,  etc.,  I  know  of  no 
better  design  than  of  Trendelenburg's  table.  (Demonstrates  the  con- 
struction and  use  of  the  table.) 

Dr.  R.  T.  Morris,  of  New  York. — Those  who  have  seen  this 
demonstration  and  who  have  read  of  the  Trendelenburg  posture  will 
have  forgotten  about  it  by  12  o'clock  on  the  12th  of  December.  Those 
who  have  once  seen  the  operation  will  never  forget  it,  and  will  con- 
tinue to  use  it  as  long  as  they  live.  I  cannot  do  without  it.  As  soon 
as  I  had  seen  the  new  revelation  of  the  Trendelenburg  posture  I  went 
to  the  expense  of  having  a  new  table,  a  complicated  table,  made  at 
once,  although  I  already  had  tables  that  would  answer  for  a  make- 
shift. 

Dr.  H.  O.  Marcy,  of  Boston. — I  rise  simply  to  show  the  Associa- 
tion a  modification  of  this  table  by  the  accompanying  photographs, 
where  the  essentials  of  this  position  are  secured  very  easily  and  where 
there  is  one  addition  which  seems  quite  a  gain — the  position  of  holding 
the  shoulders  and  head.  You  will  see  a  grooved  support  for  the  fixa- 
tion of  the  shoulders  which  is  of  wood.  The  original  comes  from  the 
Johns  Hopkins  Hospital  at  Baltimore.  The  statement  made  to  me  by 
Dr.  Pilcher,  of  Brooklyn,  who  exhibited  the  table  to  me  at  the 
Methodist  Hospital,  is  in  accord  with  those  made  here  of  the  great 
value  which  comes  from  these  positions  in  operative  measures  upon 
the  pelvis. 

Dr.  J.  H.  Carstens,  of  Detroit. — Never  having  used  this,  perhaps 
I  am  not  competent  to  judge,  but  it  seems  to  me  there  are  certain 
objections.  We  had  a  discussion  this  morning,  when  Dr.  Marcy  so 
emphatically  called  our  attention  to  the  danger  of  the  air  we  breathe, 
the  air  coming  out  of  our  mouth,  and  here  with  this  position  they  tell 
us  even  that  the  characteristic  point  about  it  is  that  you  can  hear  the 
air  rushing  into  the  peritoneal  cavity  when  you  get  patients  into  that 
position.    If  the  air  is  not  aseptic — and  I  hold  that  you  can  never  be 
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positive  that  it  is  aseptic — and  I  don't  care  how  much  paraphernalia 
you  use,  you  had  better  be  careful  about  the  air.  Then  another  thing 
is,  we  have  talked  here  an  hour  about  hernias.  Why  do  we  have 
hernias?  Lack  of  asepsis;  and  the  other  cause  is  that  of  a  long  in- 
cision. I  hold  that  we  must  protest  against  having  this  opinion  promul- 
gated— that  this  is  the  best  and  only  posture  to  use.  I  claim  that  it  may 
be  good  in  certain  cases,  but  I  still  hold  that  we  should  adhere  to  the  old 
method,  as  taught  by  Lawson  Tait,  of  making  the  smallest  possible 
incision  and  keeping  air  out  of  the  peritoneum.  I  hold  that  we  should 
keep  on  teaching  physicians  to  develop  the  tactus  eruditus.  They  do 
not  always  need  to  see.  I  believe  that  it  is  a  good  thing  in  certain 
cases,  but  I  want  to  protest  against  trying  to  educate  the  physicians  or 
the  general  practitioners  that  that  is  the  best  way.  I  think  the  best 
way  is  to  get  no  air  into  the  peritoneum,  and  make  the  smallest  pos- 
sible incision. 

Dr.  Willy  Meyer,  of  New  York. — The  esteemed  gentleman  who 
just  spoke  did  not,  it  seems  to  me,  exactly  think  of  the  results  he  himself 
certainly  has  had  in  surgery.  We  are  working  in  surgery  on  limbs, 
on  the  neck,  on  every  spot  of  our  body  every  day,  where  the  air  con- 
stantly, infected  or  not  infected,  has  perfect  access  to  the  wound,  and 
yet  such  a  wound  heals  perfectly  by  primary  union.  I  think  the  time 
decidedly  has  passed  where  we  have  to  fear  infection  of  a  wound  by  air. 
I  can  only  repeat  those  words  of  the  late  Professor  von  Volkmann, 
that  he  would  "  rather  operate  on  a  heap  of  manure  with  perfectly 
clean  materials  and  hands  and  nails  of  those  engaged  in  the  operation, 
than  in  the  best  operating-room  with  dirty  materials  and  fingers." 
There  is  no  doubt  but  that  the  air  rushing  into  the  bladder  or  into 
the  abdominal  cavity  in  Trendelenburg's  posture  never  does  a  bit  of 
harm.  If  anyone  ascribes  septic  infection  to  the  air  he  makes  a  mis- 
take. All  the  laparatomies  performed  in  Trendelenburg's  posture 
have  never  been  influenced  by  a  smaller  or  larger  amount  of  air  that 
entered  the  abdominal  cavity. 

Dr.  Krug  (closing  the  discussion). — I  have  only  a  few  words  to  add. 
Ever  since  I  used  the  Trendelenburg  posture  I  wondered  how  I  got 
along  before.    Somehow  I  did,  but  I  am  astonished  at  it. 

Dr.  Meyer  has  already  answered  the  gentleman  who  had  so  much 
objection  to  the  air  getting  into  the  peritoneal  cavity.  If  the  gentle- 
man is  sure  that  in  the  horizontal  position  no  air  gets  in,  then  his  posi- 
tion might  hold  better.  There  is  an  old  American  adage  that  "  nothing 
succeeds  like  success."  Having  used  this  posture  in  from  150  to  200 
laparatomies,  I  am  perfectly  willing  to  match  my  results  against  those 
of  anybody  else  who  still  operates  in  the  horizontal  position. 


THE  SURGICAL  MANAGEMENT  OF  PELVIC 
ABSCESS. 


By  CHARLES  A.  L.  REED,  M.D., 

CINCINNATI. 


Pelvic  abscess  implies  a  collection  of  pus  within  the  pelvic 
cavity,  but  outside  of  the  uterine  appendages.  The  literature 
of  gynecology  fifteen  years  ago  made  us  very  familiar  with 
"  parauterine  phlegmon" — a  term  now  practically  obsolete 
but  one  which  might  be  again  given  respectable  standing  in 
our  vocabulary.  It  was  formerly  employed  here  and  is  still 
used  upon  the  Continent  to  signify  suppurative  inflammation 
of  the  connective  tissue  within  the  pelvis.  In  this  country, 
however,  the  disease  and  the  terms  applying  to  it  have  had 
a  peculiar  experience  in  other  than  a  nosological  sense.  But 
a  little  over  a  decade  has  elapsed  since  we  heard  of  hardly 
anything  but  "  cellulitis."  Every  intra-pelvie  engorgement 
was  a  "  cellulitis,"  and  every  intra-pelvic  accumulation  was  a 
"  pelvic  abscess," — meaning  thereby  an  accumulation  of  pus 
within  the  cellular  tissue  of  the  pelvis.  The  work  of  the 
pioneers  in  abdominal  surgery  was,  however,  rapidly  clearing 
up  the  pathology  of  these  cases.  It  was  shown  that  in  the 
majority  of  instances  the  accumulations  were  not  in  the  cellu- 
lar tissue  at  all,  but  within  the  Fallopian  tubes.  We  then 
began  hearing  of  "  pus  tubes,"  and  our  literature  of  today  is 
freighted  with  "  pus  tubes "  to  the  exclusion  of  terms  indi- 
cative of  purulent  accumulations  in  other  structures  within 
the  pelvis.  Operators  of  experience  in  abdominal  surgery 
even  go  so  far  as  to  doubt  the  existence  of  suppuration  within 
the  cellular  tissue  of  the  pelvis.  A  distinguished  essayist, 
before  one  of  our  prominent  societies,  affirmed  the  impossi- 
bility of  such  an  occurrence.    While  it  is  true,  as  Savage 
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states,  that  the  amount  of  areolar  connective  tissue  surround- 
ing the  uterus  is  very  small  and  slight,  it  remains  true,  how- 
ever, that  so  long  as  there  are  arteries  and  veins  or  capillaries 
belonging  to  those  systems,  under  vasomotor  control,  inflam- 
mation is  possible,  and  wherever  inflammation  is  possible  sup- 
puration may  occur.  This  experience  has  shown  us  that  the 
momentum  of  new  and  important  discoveries  may  sweep  aside 
old  and  valuable  truths,  particularly  if  the  latter  are  enveloped 
in  even  a  flimsy  gauze  of  error.  The  net  value  of  this  agita- 
tion has  been  the  establishment  of  the  fact  that  in  the  majority 
of  all  cases  of  purulent  accumulations  within  the  pelvis  the 
seat  of  the  accumulation  is  within  the  uterine  appendages ; 
that  which  remains  to  us  as  the  golden  truth  from  the  earlier 
teachings  of  Emmet — teachings  which  we  are  too  prone  to 
forget— is  the  fact  proven  by  indubitable  evidence  that  puru- 
lent accumulations  may  occur  within  the  cellular  tissue  of  the 
pelvis.  In  using  the  term  pelvic  abscess  in  this  connection  it 
is  well  that  its  meaning  should  be  definitely  settled.  I  employ 
it  here  to  mean  circumscribed  suppuration  within  the  pelvic 
cellular  tissue.  It  should  never  be  used  as  interconvertible 
with  suppuration  within  the  uterine  appendages. 

My  particular  object  in  presenting  this  brief  paper  is  to  first 
emphasize  the  fact  that  these  cases  do  occur ;  next  to  call  at- 
tention to  certain  features  of  surgical  management  which  I 
deem  dangerous,  and  finally  to  suggest  details  of  operation 
other  than  those  ordinarily  practised.  I  can  best  preface  my 
remarks  by  the  following  illustrative  cases. 

Case  I.— Married  woman,  aged  thirty-two  years,  the  mother  of  four  chil- 
dren, the  last  one  having  been  born  seven  months  previously.  She  was 
delivered  mechanically  after  a  very  tedious  labor.  She  had  not  been  out  of 
bed  from  that  day  up  to  the  time  I  saw  her,  in  July,  1888.  She  had  come 
under  the  observation  of  Dr.  John  Gr.  Reed  but  a  few  days  previously.  He 
found  her  with  pain  and  tenderness  in  the  pelvis  and  a  temperature  of  102.5°. 
When  I  examined  her  I  found  tumefaction,  but  no  bulging  at  the  vault  of 
the  vagina.  The  pelvic  diaphragm  appeared  to  be  hard  and  tense  and  suc- 
cessfully masked  the  condition  of  the  superimposed  organs.  I  concluded 
that  the  case  was  one  of  pus,  probably  located  within  the  appendages,  and 
advised  exploratory  incision. 

The  operation  was  done  three  days  later  with  the  assistance  of  Drs.  J.  G. 
Reed  and  J.  A.  Johnstone.    On  making  the  incision  the  appendages  upon 


SURGICAL   MANAGEMENT   OF   PELVIC  ABSCESS.  233 


either  side  were  found  entirely  free  from  disease.  The  folds  of  the  broad 
ligament  were,  however,  obliterated  and  some  fluctuation  could  be  felt  near 
the  pelvic  wall  on  the  right  side.  I  now  used  the  index  finger  of  one  hand 
within  the  abdomen  as  a  guide  while  I  made  a  second  incision,  this  time 
along  the  line  of  Poupart's  ligament  and  quite  as  near  that  structure  as  I 
could.  This  incision  was  carried  cautiously  down  to  the  peritoneum,  and 
just  here  was  demonstrated  the  great  importance  of  having  a  digital  guide 
within  the  pelvis.  The  parietal  peritoneum  extends  so  far  below  Poupart's 
ligament  that  I  could  hardly  have  avoided  entering  the  cavity  of  the  pelvis 
had  not  my  finger  told  of  the  approach  of  my  blade  to  that  membrane.  As 
it  was,  I  easily  separated  the  peritoneum  from  the  pelvic  wall,  using  the 
handle  of  my  knife  for  the  purpose,  until  the  cavity  of  the  abscess  was 
reached.  Now,  protecting  the  abdominal  incision  with  a  flat  sponge,  with 
my  index  finger  still  in  the  pelvis,  I  introduced  a  flexible  uterine  probe  into 
the  lateral  incision  and  easily  carried  it  through  the  abscess  cavity  in  the 
pelvic  diaphragm  around  to  the  broad  ligament  on  the  opposite  side.  The 
abdominal  incision  was  carefully  closed,  a  drainage-tube  inserted  into  the 
lateral  incision  through  which  irrigation  with  hydrogen-peroxide  was  prac- 
tised twice  daily.    The  patient  made  a  prompt  recovery. 

Case  II. — The  patient  was  a  married  woman,  the  mother  of  one  child 
several  years  old.  She  thought  she  had  conceived  again,  and  to  induce  mis- 
carriage a  scoundrel  of  a  doctor  had  introduced  sponge  tents  in  incredible 
numbers.  I  believe  as  many  as  ten  were  used  in  one  day.  She  developed 
sepsis  and  had  been  ill  from  this  cause  for  a  number  of  days  when  Drs.  D.  D. 
Bramble  and  D.  A.  Scheibenzober  were  called.  They  found  a  large  pus 
cavity  in  the  right  iliac  region.  In  this  case  I  made  a  median  incision  aud 
demonstrated  the  freedom  of  the  appendages  from  disease,  and  then  drained 
by  lateral  incision.    The  patient  recovered  promptly. 

Case  III.— This  case  occurred  in  the  practice  of  Drs.  C.  N.  and  N.  W- 
Abbott.  The  patient  had  made  an  effort  to  induce  a  miscarriage  by  the  use 
of  some  mechanical  device.  Sepsis  resulted,  and  when  her  regular  attend- 
ants, the  Drs.  Abbott,  were  called  they  found  a  large  exudate.  The  history 
of  the  case  and  the  physical  signs  were  so  indicative  of  a  cellular  abscess  that 
I  felt  confident  of  my  diagnosis.  This  confidence  was  increased  by  the  fact 
that  in  this  instance  the  tumefaction  extended  well  down  on  the  recto- 
vaginal septum  and  came  so  easily  within  reach  from  below  that  I  made  the 
incision  and  drained  through  the  vagina.    The  patient  was  out  in  ten  days. 

The  last  case  is  cited  as  an  illustration  of  the  practice  usually 
adopted  in  these  cases.  As  a  method  of  practice  it  is  all  right 
when  it  is  all  right,  as  it  was  in  this  case,  but  we  can  never  tell 
when  it  may  prove  all  wrong,  as  it  has  proven  in  many  another 
case.  We  can  easily  make  the  incision  from  below — but  into 
what  ?  In  my  third  case  I  felt  sure  that  I  was  going  into  a 
pus  pocket  within  the  pelvic  diaphragm  because  of  the  excep- 
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tionally  low  development  of  the  accumulation — but  in  the 
absence  of  such  exceptional  development  the  differential  diag- 
nosis between  this  condition  and  pus  tubes  may  be  difficult, 
even  impossible.  If  the  case  should  prove  to  be  one  of  pus 
tubes,  then  indeed  would  the  operation  be  an  unfortunate  one, 
for,  although  primary  recovery  might  be  realized,  the  remain- 
ing tube  could  only  be  an  element  of  mischief. 

It  is  interesting  to  note  that  in  all  of  these  cases  traumatism 
to  the  cervical  tissues  could  be  readily  predicated  as  the  causa- 
tive factor.  Pus  in  the  pelvis  comes  from  such  traumatism 
quite  as  readily  as  it  does  from  "  pus  formers  "  carried  in  on 
dirty  fingers  or  infected  instruments.  In  the  second  case  the 
sponge  tents  could  be  held  reasonably  responsible  for  the 
mischief.  But  whether  the  initial  link  in  the  chain  of  patho- 
logical events  ending  in  suppuration  within  the  cellular  tissue 
be  traumatism  or  infection,  that  fact,  that  the  trouble  was 
inaugurated  within  the  cervical  segment  of  the  uterus,  is 
ample  explanation  why  its  ultimate  results  should  be  realized 
in  the  cellular  tissue  to  either  side  of  that  organ.  "Whether  a 
pus-making  germ  or  molecules  of  necrotic  tissue  be  the  nidus 
of  the  mischief,  either  of  them  can  hardly  escape  transporta- 
tion through  lymph  channels  that,  according  to  Savage,  run 
directly  from  the  parenchyma  of  the  cervix  beneath  the  folds 
of  the  broad  ligaments.  This  is  the  rational  explanation  why 
these  cases  in  the  majority  of  all  instances  occur  as  puerperal 
complications. 

In  conclusion,  I  beg  leave  to  urge  that — 

1.  The  majority  of  all  intra-pelvic  purulent  accumulations 
are  tubal  in  origin. 

2.  In  view  of  this  fact,  and  of  the  difficulty  in  making  a 
differential  diagnosis,  an  exploratory  median  incision  should 
be  made. 

3.  If  the  appendages  be  found  diseased  they  can  then  be 
removed;  and  if  not,  the  median  incision  will  subserve  a  useful 
purpose  in  allowing  the  use  of  the  finger  in  the  abdomen  as  a 
guide  in  making  the  dissection  to  the  pus  cavity. 
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DISCUSSION. 

Dr.  M.  Rosenwasser,  of  Cleveland  (by  invitation). — Mr.  President : 
Dr.  Reed  has  failed  to  notice  the  case  of  puerperal  abscess  of  the  broad 
ligament  reported  by  me  in  the  Cleveland  Medical  Gazette  for  Sept., 
1890.  The  patient  had  been  delivered  of  her  first  child  about  two 
months  previous  to  my  attendance.  One  week  after  parturition,  fever 
set  in,  and  gradually  a  painful  swelling  developed  in  left  inguinal 
region,  with  fever,  nausea,  and  night-sweats  during  two  months.  On  ex- 
amination the  uterus  was  found  slightly  dextroverted,  and  from  its  left 
border  extending  to  Poupart's  ligament  and  nearly  as  high  as  the  crest 
of  the  ilium,  was  a  hard,  non-fluctuating,  immovable  mass,  over  which 
skin  and  muscular  layer  of  parietes  were  movable.  No  bulging  in  the 
vagina  or  Douglas's  pouch.  Pulse  110  ;  temp.  102°.  My  incision  was 
made  directly  over  the  tumor,  parallel  with  and  two  inches  above  Pou- 
part's ligament.  It  was  four  inches  long,  penetrating  the  oblique  and 
rectus  muscles  and  entering  the  cavity  of  the  abscess  through  the  agglu- 
tinated peritoneum  and  broad  ligament,  without  exposing  the  abdominal 
cavity.  Four  ounces  of  yellow,  inoffensive  pus  were  evacuated  and 
cavity  flushed  and  drained.  The  wound  was  healed  in  three  weeks, 
but  some  induration  still  unabsorbed  beneath  Poupart's  ligament. 
This  finally  broke  down,  leaving  a  fistulous  track  penetrating  five 
inches  deep  into  centre  of  mass  in  the  pelvis.  The  fistula  was  drained 
and  effectually  closed  in  the  course  of  six  months.  When  I  saw  her 
last  the  patient  was  well  and  again  pregnant.  The  abdominal  cavity 
had  not  been  opened  in  this  case,  hence  we  are  not  in  a  position  to 
conclude  that  this  was  a  septic  cellulitis,  nor  originally  due  to  diseased 
appendages. 

Dr.  J.  Henry  Carstens,  of  Detroit. — I  could  relate  a  case  some- 
thing like  that  of  Dr.  Reed's.  It  was  also  an  abscess.  I  did  not 
know  what  it  was  when  I  began.  I  found  what  I  thought  were  pus 
tubes  with  a  large  swelling  on  the  inside.  I  operated  in  the  usual 
manner,  and  found  a  pus  tube  about  five  inches  long,  an  inch  in 
diameter  at  the  distal  extremity,  and  about  half  an  inch  at  the  uterine 
end.  It  was  curled  around  like  a  snake ;  the  end  of  it  was  entirely 
closed.  We  have  a  great  many  cases  of  ordinary  Fallopian-tube  disease 
where  the  disease  closes  up  the  tube  entirely,  but  this,  in  my  opinion, 
had  previously  existed.  I  think  it  was  a  congenitally  closed  tube,  be- 
cause on  examining  the  woman  carefully  I  found  that  she  had  a  two- 
horned  uterus  and  had  on  the  other  side  another  Fallopian  tube  coming 
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out  of  the  other  horn.  One  was  about  four  inches  long,  and  the  other 
five  inches,  both  apparently  congenitally  closed.  That  woman  had 
had  a  miscarriage  as  the  result  of  this  condition,  and  there  is  no  doubt 
that  it  was  simply  a  case  of  septic  puerperal  Fallopian-tube  disease. 
I  removed  these  tubes,  and  then  I  encountered  another  mass  in  the 
broad  ligament  which  was  about  the  size  of  a  child's  head.  I  did  not 
know  what  it  contained.  It  was  way  down  in  the  pelvis,  so  that  I 
simply  punctured  it  and  let  out  about  a  pint  of  pus.  That  had  no  con- 
nection at  all  with  the  tube,  was  perfectly  independent  of  it,  and  situated 
in  the  folds  of  the  broad  ligament.  I  washed  out  the  abdomen,  put  in 
a  drainage-tube,  removed  it  in  seventy-two  hours,  and  the  woman  got 
well.  A  letter  recently  received  says  she  has  gained  nineteen  pounds. 
I  think  the  pus  was  carried  not  from  the  tube,  which  was  congenitally 
closed,  but  from  the  uterus  along  the  lymph  channel,  into  the  broad 
ligament,  and  there  developed  this  abscess. 

Dr.  Paul  F.  Munde,  of  New  York  (by  invitation). — I  am  diffi- 
dent about  arising  to  this  question,  although  I  just  said  to  Dr.  Reed 
that  it  was  a  subject  that  I  felt  very  strongly  upon  and  thought  I  had 
some  little  experience  in,  but  not  being  a  member  of  the  Association 
I  hardly  felt  that  I  was  entitled  to  offer  my  views  without  being  called 
upon,  and  therefore  I  thank  you,  Mr.  President,  for  inviting  me. 
I  quite  agree  with  Dr.  Reed.  I  said  to  him  that  I  really  was  glad  he 
agreed  with  me,  because  a  good  many  do  not.  There  are  a  great  many 
gentlemen,  particularly  those  who  believe  that  laparatomy  is  the  only 
remedy  and  that  all  pelvic  and  abdominal  troubles  must  be  treated  in 
that  way,  who  will  not  admit  that  there  is  such  a  thing  as  pelvic 
abscess,  or  abscess  in  the  pelvic  cellular  tissue.  Everything  must 
come  from  the  tubes — everything  in  the  pelvic  cavity  is  necessarily 
pyosalpinx !  I  do  not  believe  anything  of  the  kind.  I  know  there 
are  eminent  gentlemen  who  believe  it,  but  I  know  better  from  my  own 
experience,  unless  my  fingers  and  my  eyes  deceive  me.  I  can  see  no 
reason  why  there  should  not  be  a  plastic  exudation  between  the  layers 
of  the  broad  ligament  or  wherever  there  is  cellular  tissue  in  the  pelvis, 
just  as  much  as  it  is  found  in  all  other  portions  of  the  body  where 
there  is  cellular  tissue.  We  have  boils  and  abscesses  in  the  cellular 
tissue  of  other  parts  of  the  body — why  should  we  not  have  them  in  the 
pelvis?  Besides,  we  know  we  have  effusions  of  blood  in  the  cellular 
tissue  of  the  pelvis,  dissecting  up  the  broad  ligaments ;  we  know  that 
tumors  develop  between  the  layers  of  the  broad  ligament,  and  push 
up  the  peritoneum  almost  as  far  as  the  diaphragm.  I  suppose  we 
have  all  seen  such  cases ;  and  some  of  us  have  operated  on  them  by 
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laparatomy.  Granted,  therefore,  that  plastic  exudations  do  occur  in 
the  pelvic  cellular  tissue,  why  should  not  that  plastic  material  break 
down  and  become  pus?  I  do  not  see  any  reason  why  we  should  deny 
that  possibility.  We  will  all  admit  that  many  cases  of  "  pelvic 
abscess "  in  former  days  were  really  adherent  pyosalpinx.  I  have 
doubtless  punctured  many  a  one  in  past  days,  never  dreaming  that  it 
was  anything  but  an  abscess  in  the  pelvic  cellular  tissue ;  I  know 
better  now.  Lawson  Tait  has  taught  us  the  frequency  of  these  accumu- 
lations of  pus  in  the  peritoneal  cavity  and  how  to  cure  them  by  ab- 
dominal section.  I  think  the  differential  diagnosis  between  intra-  and 
extra-peritoneal  effusions  is  not  always  an  easy  one.  I  have  always 
felt  that  whenever  a  collection  of  plastic  lymph — I  am  obliged  to  use 
that  term  as  I  do  not  know  of  a  better  one  to  express  it — in  the  pelvic 
cavity  was  immovable,  and  the  uterus  also  firmly  fixed,  it  was  extra- 
peritoneal, and  the  same  would  apply  to  a  fluctuating  mass  which  con- 
tained either  pus  or  blood.  When  the  mass  had  a  limited  movability, 
however,  or  there  was  a  limited  movability  of  the  uterus,  particularly 
up  and  down,  it  was  intra-peritoneal.  I  admit  I  have  been  in  doubt 
in  several  instances,  and  for  that  reason  I  once  opened  the  abdominal 
cavity  in  a  case  which  I  knew  by  vaginal  acupuncture  to  be  an  effusion 
of  blood  in  the  pelvis,  and  found  it  to  be  extra-peritoneal,  between 
the  layers  of  the  broad  ligament.  I  closed  the  abdominal  wound  and 
opened  the  mass  from  below,  evacuated  the  blood,  irrigated  and  drained, 
and  cured  the  patient.  I  mention  this  fact  to  show  that  the  diagnosis 
is  not  always  easy.  I  have  in  several  other  instances  opened  the  ab- 
dominal cavity  and  been  surprised  to  find  that  I  had  been  mistaken  in 
my  diagnosis,  and  found  that  I  had  extra-peritoneal  accumulations 
either  of  pus  or  blood.  Then,  I  am  sorry  to  say,  I  have  proceeded  in 
the  manner  of  stitching  the  sac  to  the  abdominal  wall,  and  have  not 
been  satisfied  with  that  means  of  treatment,  and  would,  therefore,  put 
myself  on  record  as  preferring  for  extra-peritoneal  exudations  of  blood 
or  pus,  either  the  vaginal  method  of  evacuation  if  the  mass  points 
there,  or  the  lateral  abdominal — as  in  operations  for  purulent  appendi- 
citis— if  that  is  the  most  prominent  spot.  I  have  opened  many  such 
abscesses  in  that  manner,  and  I  feel  sure,  as  far  as  my  touch  goes,  that 
my  fingers  were  never  in  the  peritoneal  cavity.  I  think  Dr.  Reed's 
suggestion  of  making  a  proper  laparatomy — that  is,  a  median  abdominal 
section,  and  thus  locating  the  position  of  the  pus-sac  by  the  finger  in 
the  abdominal  cavity — is  a  very  good  one.  August  Martin,  of  Berlin, 
made  this  proposal  several  years  ago  in  a  paper  on  the  subject  which 
was  published  in  the  Journal  of  Obstetrics,  by  Bigelow,  now  of  Phila- 
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delphia.  The  abscess  can  then  be  opened  either  through  the  vagina 
or  through  the  skin  of  the  inguinal  region.  This  plan  is  very  in- 
genious, but  it  does  not  strike  me  that  it  is  always  necessary.  Where 
so  much  pus  accumulates  it  usually  points  into  the  vagina  or  iliac  fossa. 
The  cases  I  have  seen  have  all  acted  in  that  way.  I  have  had  no 
difficulty  in  opening  the  abscess  without  in  any  way  injuring  the  peri- 
toneum. I  have  several  times  had  to  cut  down  as  much  as  two  to  two 
and  a  half  inches,  and  in  one  case  I  had  to  precede  my  incision,  after 
I  had  dissected  down  to  a  certain  point,  with  an  aspirating-needle.  It 
was  a  case  where  I  was  called  in  consultation  last  fall,  ten  weeks  after 
confinement ;  there  had  been  chills  and  there  was  some  fever ;  there 
was  a  movable  mass  situated,  I  felt  quite  sure,  in  the  anterior  abdom- 
inal wall  in  the  left  side,  not  in  the  pelvic  cavity  or  in  the  peritoneal 
cavity.  I  first  inserted  an  aspirator-needle  toward  the  median  line, 
and  struck  pus.  Then  I  had  her  removed  to  my  hospital,  and  opened 
it.  After  cutting  down  two  inches  I  was  doubtful,  and  again  passed 
the  aspirating-needle,  struck  the  pus  in  the  same  direction,  then  dis- 
sected down  on  the  aspirating-needle.  That  was  a  case  where  I  believe 
I  might  have  done  abdominal  section  if  I  had  not  been  so  sure  of  my 
conviction.  One  of  the  great  problems  of  these  pelvic  abscesses  in 
my  experience  has  been  the  sinus  that  is  liable  to  remain  after  opening 
the  abscess.  I  am  sorry  to  say  that  I  know  of  no  sure  way  to  prevent 
or  cure  them,  as  yet.  I  have  enlarged  the  wound  over  and  over  again, 
scraped  them,  cauterized  them,  punctured  through  into  the  vagina, 
and  ran  drainage-tubes  through,  hoping  the  opening  would  close  from 
above  downward,  but  all  of  no  use.  I  have,  I  suppose,  a  dozen  women 
walking  about  this  city  now  who  are  wearing  different  sorts  of  drain- 
age-tubes. I  would  like  to  have  some  gentleman  tell  me  how  I  can 
prevent  these  sinuses  in  the  first  place,  and  in  the  second  place  how  I 
can  heal  them  up. 

Dr.  J.  H.  Carstens,  of  Detroit. — A  friend  calls  my  attention  to 
the  fact  that  I  might  have  been  misunderstood.  The  case  I  related, 
which  I  considered  to  be  a  congenitally  closed  tube,  was  on  the  left 
side,  where  the  abscess  was.  The  right  tube  was  also  closed,  but  not 
congenitally  ;  that  was  closed  afterward,  I  think.  I  do  not  want  to  be 
understood  that  both  tubes  were  closed,  because  pregnancy  could 
never  have  occurred  under  those  circumstances. 

Dr.  L.  S.  McMurtry,  of  Louisville. — I  know  no  subject  in  the 
entire  range  of  pelvic  surgery  that  invites  such  opposite  expressions 
of  opinion  as  pelvic  abscess,  and  I  venture  to  say  a  great  deal  of  this 
is  due  to  the  fact  that  we  look  at  the  same  thing  from  different  stand- 
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points.  It  is  difficult  when  the  abdomen  is  opened,  and  we  are  dealing 
with  the  structures  on  the  inside,  matted  together  by  preexisting  inflam- 
mation to  recognize  the  exact  location  and  relation  of  given  parts.  I 
speak,  of  course,  from  my  own  observations  and  experience,  taking  the 
operations  that  I  have  done  myself  and  those  that  I  have  seen  done  by 
others.  I  have  seen  large  pus  tubes  with  fistulous  openings  about 
Poupart's  ligament  and  about  the  umbilicus,  but  I  have  never  seen  a 
case  of  pelvic  abscess  in  women  that  was  not  the  result  of  tubo- 
ovarian  disease. 

Dr.  Joseph  Price,  of  Philadelphia. — I  had  not  the  pleasure  of 
listening  to  Dr.  Peed's  paper,  so  what  I  shall  say  will  not  be  in  the  line 
of  criticism.  I  trust  I  may  observe  at  least  some  of  the  dignity  that 
characterizes  the  discussion  of  this  subject  in  New  York.  In  Phila- 
delphia I  often  feel  that  a  discussion  of  pelvic  abscess  is  for  all  the 
world  like  the  last  round  in  a  prize-fight  at  the  time  of  the  "  wind-up." 
Many  of  the  new  school,  Mr.  Chairman,  do  not  feel  very  charitable 
toward  the  older  teachers  of  this  subject.  I  have  always  felt  that  they 
owed  us  more  than  an  apology  for  what  they  taught  and  what  they 
wrote.  I  still  feel  that  they  owe  us  this  apology  for  their  sublime 
stupidity ;  that  a  man  should  teach  for  twenty  or  forty  years  and 
know  nothing  about  the  subject — absolutely  nothing — remains  to  me 
incomprehensible.  We  feel  sore  over  this  subject,  because  it  has  cost 
us  much  time  and  the  expenditure  of  much  money  to  unlearn  what 
we  have  been  erroneously  taught,  and  I  must  say  that  I  regret  that 
some  of  these  teachers  are  still  standing  before  huge  classes  of  400  to 
600  men,  teaching  the  same  old  doctrine,  unwilling  to  go  to  the 
post-mortem  room  and  the  pathological  laboratory  and  unlearn.  I 
shall  commence  with  our  distinguished  friend,  Sir  J.  Y.  Simpson. 
He  prefaces  his  article  on  pelvic  abscess  with  two  references  by 
two  careful  observers — Prof.  Doherty,  of  Galvvay,  and  Prof.  Church- 
hill,  of  Dublin — -the  former  describing  it  as  "  chronic  inflamma- 
tion of  the  appendages  of  the  uterus  after  parturition,"  and  the 
latter  as  abscess  of  the  uterine  appendages.  He  goes  on  and  speaks 
about  cellulitis ;  drops  these  two  observers — men  who  had  evidently 
seen  post-mortems  and  were  speaking  from  practical  experience  of 
what  they  had  recognized  in  the  pelvis  with  their  fingers,  with  no 
small  experience  in  pelvic  inflammatory  troubles.  I  have  no  knowl- 
edge of  pelvic  abscess  except  as  tubal  and  ovarian  disease  primarily 
and  secondarily.  All  the  pelvic  abscesses  that  I  have  ever  found  have 
been  secondary  to  tubal  and  ovarian  disease.  Ovarian  disease  is  in 
the  vast  majority  of  cases  secondary  to  tubal  disease.    You  very 
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rarely  find  an  ovarian  abscess  without  a  diseased  tube  attached  to  it. 
The  diseased  tube,  at  its  pavilion  end,  is  attached  to  the  ovary.  This 
I  have  repeatedly  demonstrated  on  many  occasions.  I  have  a  number 
of  times  removed  large  diseased  tubes — pus  tubes  as  large  as  sweet 
potatoes,  holding  from  a  few  ounces  to  many  ounces  of  pus — and  in 
almost  every  case  in  which  I  found  fimbriated  attachment  to  the  ovary 
I  found  an  ovarian  abscess.  The  intestinal  adhesions  are  not  always 
agreeable  to  tie. 

Hematocele  and  extra-uterine  pregnancy :  Again  I  must  differ  from 
my  distinguished  New  York  friends.  I  have  in  a  small  experience  of 
fifty-seven  operations  for  ectopic  pregnancy  the  first  hematocele  to 
find  ;  have  never  as  yet  in  quite  a  long  and  rich  experience  found  a 
so-called  pelvic  hematocele.  Even  my  pupils  and  friends  speak  of  hema- 
tocele in  their  discussions  of  the  subject.  So  I  repeat  that  just  herein 
I  differ  not  only  with  the  literature  but  also  with  the  preseut  teaching. 
I  have  no  knowledge  practically  of  pelvic  abscess,  so-called,  or  of 
pelvic  hematocele,  so-called.  Mr.  Tait  says  that  he  finds  them.  I  never 
find  them.  I  always  find  a  ruptured  tubal  pregnancy.  Of  course, 
hemorrhage  may  take  place  at  any  point  of  the  body  where  you  have 
cellular  tissue.  I  want  to  ask  my  friends  who  open  the  abdomen  in 
what  condition  they  always  find  the  tubes  and  ovaries  in  the  class  of 
cases  now  under  consideration.  It  is  important,  and  thrice  important, 
that  they  tell  us  just  where  they  find  the  ovaries  and  tubes,  and  in 
what  condition  they  find  them.  Again,  whether  they  find  pelvic  fixa- 
tion of  these  appendages,  and  the  absence  of  intestinal  adhesions  ;  they 
usually  tell  us  in  their  reports  of  cases  that  they  find  universal  adhe- 
sions, everything  "indistinguishable,"  and  abandon  the  case.  This 
unfortunately  occurs  too  often  for  my  comfort  and  our  statistics  of 
mortality ;  for  instance,  in  this  case  (refers  to  drawing),  Mr.  Presi- 
dent—a typical  case  of  the  great  group— the  abscess  was  "  in  the  broad 
ligament,"  so  the  original  operator  said  ;  that  it  was  a  pelvic  abscess, 
with  universal  adhesions,  and  that  it  was  not  safe  to  touch  it  from 
above.  He  aspirated  and  sucked  out  thirty-four  ounces  of  pus  through 
his  abdominal  incision ;  he  enlarged  the  aspirator  puncture,  and  intro- 
duced a  glass  tube,  and  sucked  out  for  a  few  days  with  a  syringe,  then 
withdrew  his  tube.  When  the  sac  filled,  the  patient's  temperature 
went  up,  she  emaciated  rapidly,  the  tumor  reappeared,  and  he  aspir- 
ated again  through  the  vagina,  and  again  be  drew  out  thirty-four 
ounces  of  pus,  enlarged  the  opening  in  the  vagina,  and  passed  rubber 
drainage-tubes,  but  the  poor  sufferer  sinks  rapidly,  and  it  becomes  im- 
portant that  something  should  be  done  to  save  her  life.    Now,  the 
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puzzling  question  is  to  determine  what  is  to  be  done,  and  who  is  to  do 
it.  A  consultation  takes  place — a  big  one — one  that  usually  results 
in  the  patient  going  on  and  dying.  As  a  rule,  that  is  the  result.  In 
this  particular  some  of  the  consultants  agree  that  there  is  something 
there  that  cannot  be  removed,  and  others  that  it  can  be  curetted  and 
drained,  and  the  patient  get  well.  But  finally  three  or  four  of  them 
agree  that  it  can  and  must  be  removed,  and  in  a  few  minutes  is  removed 
a  tube  as  large  as  an  infant's  head,  holding  about  thirty-four  ounces  of 
pus,  universal  adhesions,  omentum  separated,  intestines  freed,  and  sacs 
shelled  out — a  perfectly  simple  procedure,  except  the  points  of  anchor- 
age, the  inlet  of  the  sewer  and  the  outlet,  the  points  of  aspiration 
above  and  below,  which  complicate  an  operation  always.  Just  here 
I  have  jotted  down  four  cases  that  occur  to  me.  A  case  of  this  kind 
occurred  in  the  practice  of  Dr.  dishing,  of  Boston.  This  was  one  of 
the  cases  of  pelvic  abscess  drained  below.  Later  it  was  removed,  and 
the  patient  made  a  speedy  recovery.  Another  very  prominent  lady 
spent  three  years  in  a  prominent  city  in  a  prominent  sanitarium. 
Drainage-tubes  were  introduced,  and  she  came  to  me  with  sinuses  like 
those  Dr.  Munde  speaks  of.  The  diseased  appendages  were  enucleated, 
and  she  made  a  speedy  recovery.  At  present  there  is  a  woman  in 
Buffalo  suffering  in  this  way  from  trouble  of  this  character ;  she  has 
had  the  exploratory  section  and  vaginal  drainage,  and  with  it  she  has  a 
sinus  discharging  both  pus  and  feces,  and  now  she  pleads  for  relief. 

Now,  these  Jistulce :  I  am  very  glad  that  Dr.  Munde  tells  us  that  a 
number  of  these  patients  come  to  him  and  he  has  failed  to  relieve 
them.  They  come  to  him  at  the  Polyclinic,  and  I  am  glad  he  speaks 
of  them  also.  They  come  to  all  of  us.  Just  here  I  want  to  say  that 
had  these  been  abscesses  in  the  cellular  tissue,  in  the  broad  ligaments, 
those  two  little  leaflets  of  peritoneum,  with  less  than  one  line  in  thick- 
ness of  cellular  tissue,  close  to  the  uterus ;  that  if  an  isolated  abscess 
had  taken  place  at  this  point,  an  incision  would  have  cured  the  patient 
speedily,  as  in  the  neck,  in  the  popliteal  space,  or  in  the  groin. 
There  remains  there  the  sequestrum,  a  cheesy,  disorganized  tube  or 
ovary,  or  the  ovary  gone  entirely.  I  have  no  doubt,  and  am  satisfied, 
that  many  women  walk  the  streets  with  ovaries  absolutely  gone,  from 
suppuration.  I  commonly  remove  them;  shell  out  the  ovary  without 
a  ligature.  Sometimes  we  find  double  pus-tubes  and  double  abscesses. 
I  am  satisfied  that  an  ovary  goes  as  a  rotten  orange  goes  or  a  banana 
goes. 

Appendicitis :  The  history  is  usually  the  very  same  sad  history  of 
neglect.  I  remember  a  few  years  ago  a  picture,  in  either  the  Lancet 
or  British  Medical  Journal,  of  a  man  suffering  from  hepatic  abscess.  It 
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matters  not  who  treated  this  man,  whether  he  was  a  surgeon  or  physi- 
cian He  permitted  this  abscess  to  knock  out  two  or  three  ribs  and 
the  whole  loin.  The  illustration  showed  the  colon,  liver,  and  kidney 
all  exposed.    He  lived  several  days,  but  his  side  had  fallen  out. 

I  received  a  letter  this  morning  asking  me  to  telegraph  just  what 
should  be  done  with  regard  to  appendicitis.    "  I  want  your  opinion. 
The  pus  sac  has  formed  and  broken  through  into  the  little  boy  s 
bladder  "    This  little  boy  has  been  ill,  very  probably,  a  long  time. 
A  small  incision  and  a  pitcher  of  water  and  a  small  drainage-tube 
would  probably  have  saved  this  boy's  life.    Nothing  do  I  dread  more 
in  my  own  practice  than  to  have  a  case  come  to  me  from  a  hospita 
after  five  or  six  months'  confinement,  or  a  year  or  more,  after  vaginal 
incision  and  vaginal  drainage,  and  after  the  exhaustion  of  every 
known  method  of  treatment.    In  those  cases  my  special  pleading  is 
for  two  causes:  first,  to  relieve  suffering;  and,  second,  to  save  life  and 
to  reduce  our  mortality.    If  the  palliative  methods  of  treatment,  so- 
called,  continue,  they  will  add  to  every  operator  in  the  land  at  least 
five  per  cent,  of  mortality  above  his  present  record,  of  the  cases  that 
come  to  him  primarily,  either  in  public  or  private  practice,  and 
just  here  the  rich  suffer  the  most.    In  private  practice,  primarily,  the 
mortality  is  about  nil.    In  the  case  of  the  rich  who  have  been  tin- 
kered with  the  mortality  is  high. 

Dr.  Joseph  Hoffman,  of  Philadelphia.-I  must  discuss,  not  so 
much  Dr.  Reed's  paper,  because  I  did  not  get  the  full  benefit  o.  that 
but  simply  the  question  of  pelvic  abscess,  and  the  question  of  diseased 
appendages,  and  the  origin  of  the  pus.    I  want  to  add  my  testimony 
to  that  of  Dr.  Price,  and  of  the  gentlemen  who  preceded,  when  they 
eaY  that  they  have  never  yet  seen  a  case  of  pus  in  the  pelvis  in  which 
the  tube*  and  ovaries  were  not  implicated.    I  mean  when  we  could 
not  distinctly  find  an  origin  from  some  influence  which  we  know  pro- 
duces pus.    I  mean  especially  appendicitis  and  inflammation  such  as 
from  stone  in  the  gall-bladder  from  which  pus  may  arise,  and  even 
eet  into  the  pelvis.    I  have  seen  cases  and  have  one  now  which  I  ex- 
pect to  take  hold  of  tomorrow,  in  which  the  patient  has  been  treated 
for  six  years  for  so-called  pelvic  cellulitis.    The  pelvic  ceilu  itis  will 
be  pus  in  the  tubes  and  ovaries.    ^Ye  know  that  just  as  well  as  we 
know  we  are  going  to  operate.    We  are  just  as  sure  of  finding  it. 
The  woman  has  had  from  six  to  eight  attacks  of  peritonitis.  One 
other  condition  will  give  the  symptoms  of  peritonitis:  I  mean  tuber- 
cular affection  of  the  ovaries.    I  have  found  that  in  every  case,  bo 
far  as  pus  is  concerned,  we  must  look,  as  has  just  now  been  suggested, 
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to  our  causes  of  appendicitis.  I  venture  to  say  that  in  nine  out  often 
cases  in  which  an  operator  thinks  that  he  finds  pus  in  the  pelvis  in 
which  the  tubes  and  ovaries  are  not  diseased — an  apparently  real  cellu- 
litis—it  takes  its  origin  in  the  right  side.  I  will  say  that  Dr.  Reed's 
case  was  on  the  right  side. 

Dr.  Reed. — One  of  them  was  and  one  not. 

Dr.  Hoffman.— Well,  there  is  half.  Appendicitis  bores  every- 
where under  the  sun— more  properly,  under  the  diaphragm.  J  a  one 
case  in  which  I  was  called  by  a  gentleman,  he  told  me  he  had  a  case 
of  pus  in  the  pelvis,  and  did  not  know  quite  what  to  do  about  it. 
It  was  boring  clear  up  here  on  the  right  side  (nearly  under  the  ribs). 
He  said  it  was  simply  in  the  abdominal  wall— pus  in  the  abdominal 
wall— just  as  Dr.  Munde"  has  recorded.  It  was  the  prettiest  case  of 
appendicitis  you  ever  saw.  It  had  not  burrowed  under  Poupart's  liga- 
ment or  into  the  groin,  but  almost  under  the  ribs  on  the  right  side. 
We  must  explain  this,  and  an  explanation  that  will  give  us  great  satis- 
faction if  we  can  remember  it,  is  that  the  position  of  the  appendix  is  not 
constant.  Operators  often  do  not  find  any  appendix.  They  look  for 
it  by  the  law  of  arithmetic  and  do  not  find  it.  It  is  an  anatomical 
tramp.  In  no  two  cases  is  it  in  the  same  placee,  especially  under  dis- 
eased conditions. 

Now,  about  abscesses  in  the  abdominal  wall,  in  the  pelvic  wall,  that 
come  up  through  the  pelvis  without  any  antecedent  disease.  I  know, 
Mr.  President,  that  we  find  rectal  abscesses,  but  they  always  burrow 
down  into  the  perineum ;  we  find  other  abscesses  starting  in  the  ab- 
dominal cavity  that  may  come  up,  but  if  anybody  in  the  world  can 
find  me  an  abscess  starting  on  the  floor  of  the  pelvis,  coming  up  on 
the  anterior  wall  of  the  pelvis,  and  through  the  anterior  abdominal 
wall,  I  would  like  to  see  it.  I  do  not  dispute  the  honesty  of  such  as- 
sertion, but  I  must  question  the  diagnosis.  So  that  I  fully  believe  that 
when  we  have  an  abscess  which  apparently  comes  out  of  the  abdominal 
wall  without  any  other  origin,  we  have  got  to  look  for  some  intes- 
tinal origin,  no  matter  how  remote.  I  wish  to  correct  an  allusion 
made  in  reference  to  Dr.  Martin's  treatment  of  intra-peritoneal  ab- 
scess. It  was  stated  that  it  was  from  pelvic  cellulitis,  so-called.  Dr. 
Martin,  in  that  paper  described  by  Bigelow,  went  so  far  as  to  cut 
down  through  the  abdomen  and  loosen  up  the  tube  and  ovary  and  get 
it  where  he  wanted  it  on  the  pelvic  floor,  and  then  punctured  it  from 
below.  It  was  not  for  the  pelvic  abscess  alone,  but  for  the  tubes  and 
ovaries  that  he  proposed  to  drain.  That  is  one  of  the  things  that  we 
have  discussed  very  long,  and  sharply,  and  bitterly  in  our  Philadelphia 
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Obstetrical  Society,  because  you  know  tbere  is  no  new  doctrine  or 
heresy  that  does  not  find  its  advocate,  no  matter  how  ridiculous  it  may 
be.  Puncturing  through  the  pelvis  in  every  case  is  simply  a  losing 
game  in  the  presence  of  any  complication.  I  have  never,  as  I  said, 
seen  but  two  cases  in  which  pus  was  present  that  it  did  not  come 
from  the  pelvic  organs,  and  in  one  case  it  was  from  a  gall-stone.  The 
woman  had  been  operated  on  for  gall-bladder  trouble,  and  there  was 
pus  down  in  her  side,  and  even  in  this  woman  it  was  in  her  right  side. 
Pus  in  the  tubes  and  ovaries  causes  our  pelvic  abscesses.  As  such  we 
find  it,  and  as  such  we  cannot  get  away  from  it.  Abscesses  may  come, 
but  they  are  not  such  as  we  find.  Without  attempting  to  cite  the 
number  of  cases  which  I  have  seen  and  operated  on,  or  in  which  I 
have  assisted,  I  can  honestly  say  that  I  have  never  seen  a  case  where 
there  was  abscess  in  the  cavity  outside  of  any  appendicitis  origin  where 
there  was  any  doubt  of  ovarian  disease  primarily. 

Dr.  R.  B.  Hall,  of  Cincinnati. — The  discussion  has  taken  quite  a 
different  turn  in  regard  to  the  paper  of  Dr.  Reed,  from  the  fact  that 
two  of  the  speakers  last  on  the  floor  did  not  hear  the  paper.  If  they 
had  I  am  certain  that  some  of  their  criticisms  would  not  have  been 
made.  Dr.  Reed,  as  most  of  the  Fellows  well  know,  is  a  man  of  ex- 
tensive experience,  and  no  man  recognizes  a  pus  tube  quicker  than  he, 
or  deals  with  it  in  a  more  surgical  manner,  and  it  was  only  in  this  case 
where,  after  the  abdomen  was  opened,  he  could  have  demonstrated  to 
the  speakers  if  they  had  been  present,  that  he  advised  this  method  of 
treatment  to  evacuate  the  pus  without  contaminating  the  peritoneal 
cavity.  In  my  own  practice  I  have  never  seen  a  pelvic  abscess  in  the 
cellular  tissue  not  developed  from  ovarian  or  tubal  disease,  but  that 
they  do  occur  I  am  confident,  and  when  they  do  occur  I  think  the 
method  advocated  by  the  essayist  is  the  correct  one.  After  opening 
the  abdominal  cavity  as  suggested,  and  followed  out  in  his  cases  by 
that  method,  we  settle  the  question  at  once  whether  it  is  tubal  disease 
or  not  (in  the  vast  majority  of  cases  it  is  tubal  disease),  and  deal  with 
it  in  the  proper  method ;  but  if  we  should  find  a  collection  of  pus 
below  the  pelvic  floor,  and  the  ovaries  and  tubes  perfectly  healthy, 
then  the  question  of  dealing  with  the  pus  is  a  serious  one  for  the 
welfare  of  the  patient.  You  cannot  bring  up  the  peritoneum  in  such 
cases  and  stitch  the  pelvic  floor  to  the  abdominal  wall.  If  you  attack 
it  from  the  inside,  you  infect  the  peritoneal  cavity  with  pus,  and  that 
is  not  necessary  in  the  simple  procedure  that  he  recommends ;  and  the 
fact  that  his  cases  recovered  without  fistulse  or  sepsis,  rapidly  and  per- 
manently, is  proof  that  there  is  no  connection  with  either  tube  or 
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ovary.  I  mention  this  in  justice  to  the  essayist,  and  to  put  the  ques- 
tion more  fairly  before  other  speakers  who  may  follow  before  he  closes 
the  discussion.  In  my  own  practice  in  the  past  few  years  I  have  had 
three  cases  of  pelvic  abscess  opening  through  into  the  vagina.  Each 
one  was  treated  by  abdominal  section.  Each  one  had  a  fistula  con- 
nected with  the  ovary  or  tube.  They  were  treated  by  removing  the 
pus-sac,  but  of  course  they  were  not  cases  to  treat  by  the  manner  Dr. 
Reed  suggests. 

Dr.  E.  H.  Grandin,  of  New  York  (by  invitation). — It  is  with  con- 
siderable diffidence  that  I  arise  to  discuss  this  subject,  because  I  know 
that  what  I  am  about  to  say  is  opposed  to  that  which  we  have  heard  from 
gentlemen  of  far  greater  experience  than  mine  has  been.  I  must  speak 
not  chiefly  as  a  hospital  surgeon.  The  experience  I  have  gained  in  these 
cases  has  been  a  hard  one — cases  seen  largely  with  others — consulta- 
tion cases,  and  few  in  number.  I  may  have  seen  a  dozen  cases  of  so- 
called  pelvic  abscess  and  hematocele,  retro-uterine  hematocele.  I 
have  been  accustomed,  sir,  from  the  start  to  look  at  this  matter  from 
below,  not  from  above.  That  is  why,  very  likely,  I  differ  from  Dr. 
Price  and  from  Dr.  Hoffman,  but  I  know  they  will  tolerate  my  opinion. 
One  remark  of  Dr.  Hoffman's  struck  me  particularly,  and  that  is 
that  attacking  these  collections  of  pus  per  vaginam  was  a  losing  game. 
Of  the  eight  to  twelve,  certainly  eight,  cases  of  pelvic  abscess  which 
I  have  operated  upon  per  vaginam,  in  not  a  single  one  was  it  a  losing 
game.  On  the  contrary,  every  one  of  these  cases  was  heard  from  after- 
ward, and  they  were  symptomatically  well.  As  regards  the  pathology 
of  these  cases  I  am  not  competent  to  speak.  I  have  not  studied  the 
subject  of  recent  years  in  the  dead-house,  any  more  than  I  have 
studied  it  especially  from  above.  Of  one  thing  I  am  convinced — that, 
aside  from  the  puerperal  state,  pelvic  abscess,  in  the  state  of  a  phlegmon 
developing  in  the  pelvic  tissue,  is  an  excessive  rarity,  if  it  exists  at 
all.  In  pre-aseptic  days  I  used  to  see  pelvic  abscess  as  an  obstetrician  ; 
today  I  do  not  see  it  as  an  obstetrician.  I  do  see  what  is  called 
pelvic  abscess  as  a  gynecologist.  They  are  in  my  experience,  and 
purely  from  my  experience,  collections  of  pus  within  the  lesser  pelvis, 
encapsulated,  the  general  peritoneal  cavity — in  my  experience  again 
— being  shut  off  above.  Where  this  collection  of  pus  presents  in 
the  vagina,  posteriorly  or  postero-laterally  to  the  uterus,  my  prac- 
tice is  the  following,  and  it  has  never  been  a  losing  game  with  me : 
evacuate  per  vaginam;  aspirate  first;  use  the  aspirator-needle  as  a 
director;  insert  a  steel-branched  dilator;  tear  a  hole  into  the  collec- 
tion of  pus ;  insert  the  finger,  break  up  all  the  septa,  and  wash  out 
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with  hot  water.  I  do  not  add  personally  anything  to  the  water.  Of 
late — within  the  last  eighteen  months — I  wash  the  cavity  out  with 
a  15-voluine  solution  of  peroxide  of  hydrogen,  which  destroys  the 
pyogenic  membrane,  and  that  is  the  end  of  pus-formation.  I  then 
simply  put  in  a  retention  drainage-tube,  either  gauze  or  a  flange 
rubber-tube,  and  my  patients  get  well.  Of  course,  I  know  that  these 
patients  still  carry  adhesions.  It  may  be  that  the  original  source  of 
trouble  was  in  every  case  a  diseased  tube,  a  diseased  ovary,  or  both ; 
but  my  patients  are  symptomatically  well ;  they  are  satisfied,  and  that 
is  why  it  is  not  a  losing  game.  I  have  not  lost  one  of  these  cases,  and 
that  is  another  reason  why  it  is  not  a  losing  game.  I  do  not  wish  to  be 
misunderstood  ;  I  am  not  speaking  dogmatically  about  the  pathology  of 
these  cases.  I  want  to  learn,  and  will  probably  learn  from  my  friend, 
Dr.  Price,  because  his  experience  is  far  greater  than  mine,  but  to-day  I 
stand  on  the  ground  I  have  stated.  I  prefer  to  treat  these  cases  per  vagi- 
nam. I  know  I  can  obtain  asymptomatic  cure.  I  know,  further,  that  I  do 
not  subject  my  patient  to  that  one  factor — which  still,  in  the  hands  of 
the  most  skilful  operators  in  the  world,  may  occur — to  that  one  factor, 
shock.  This  still  deters  me  from  imitating,  or  endeavoring  to  imitate, 
Drs.  Price  and  Hoffman.  When  these  gentlemen  can  show  me  how  to 
avoid  surgical  shock  then  I  may  be  willing,  possibly,  to  go  in  from 
above  and  take  out  what  may  be  tubes  and  ovaries.  But  until  they 
do — so  long  as  my  present  practice  yields  the  present  results — I  will 
attack  these  collections  of  pus  when  accessible  per  vaginam.  I  know, 
sir,  that  nowadays  distinguished  expert  operators  can  have  a  series  of 
100  to  150  abdominal  sections  without  a  death,  but  no  one  knows 
when  a  death  is  going  to  occur ;  it  may  be  the  third  case ;  it  dies 
from  shock,  not  from  sepsis  or  hemorrhage.  We  ought  not  to  have 
sepsis  or  hemorrhage  nowadays.  We  do  occasionally  get  them,  but 
when  we  do  we  can  usually  trace  them  to  some  fault  of  our  own. 
Shock  I  do  not  know  how  to  avoid,  and  it  is  for  that  reason  that  I 
would  plead  for  the  treatment  of  these  collections  of  pus  per  vaginam 
whenever  they  are  accessible  in  that  way.  When  they  present  in  the 
vagina,  as  the  fetal  head  does,  I  see  nothing  to  be  gained  by  opening 
from  above  and  tearing  the  thing  loose.  We  thus  leave  remnants,  or 
their  result,  adhesions.  The  same  thing  happens  when  we  oper- 
ate per  vaginam.  The  gain  by  the  latter  method  is  that  the  patients 
do  not  die,  and  they  are  just  as  likely  to  be  cured  symptomatically,  if 
not  anatomically. 

Dr.  Joseph  Price,  of  Philadelphia. — I  am  sorry  that  Dr.  Grandin 
did  not  tell  us  how  he  would  deal  with  bilateral  trouble  with  the 
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pelvis  choked  by  pus  accumulations  and  inflammatory  deposits.  An 
isolated  abscess  of  the  cellular  tissue  will  recover  just  as  a  boil  or 
abscess  does  in  any  other  part  of  the  body,  but  it  is  exceptional  to 
find  in  pelvic  trouble  an  isolated  abscess.  You  will  sometimes  find  as 
many  as  six  to  ten  strictures  or  pockets  in  an  old  pus  tube,  six  to  ten 
isolated  accumulations  of  pus,  for  instance — the  tubes  are  tied  up  like 
links  of  sausage,  as  in  this  specimen,  where  we  have  a  long  pus  tube 
and  a  large  ovarian  abscess.  It  would  have  been  very  easy,  Mr.  Presi- 
dent, to  have  incised  this  ovarian  abscess,  but  what  would  have  become 
of  the  pus  tube?  All  operators  or  gynecologists  who  practise  the 
vaginal  method  certainly  have  finer  touch  and  skill  than  I  possess,  if 
they  can  localize  those  four  or  five  distentions  of  the  tube,  puncture 
and  drain  them.  Again,  they  will  leave  the  old  cheesy,  disorganized 
tube  if  they  do.  You  will  find  sometimes  as  many  as  fifteen  to  twenty 
pus  accumulations  in  the  pelvis;  you  may  find  an  ovarian  abscess  on 
the  left  side  and  a  large  pus  tube  on  the  right.  You  may  incise  these 
ovarian  abscesses  on  the  right  and  leave  quite  as  much  pus  in  the  tube 
on  the  left.  Sometimes  obstetricians  in  their  criticisms  of  gynecologists 
say  that  the  gynecologist  looks  at  it  from  one  side — from  above  only. 
I  do  not  agree  to  that.  The  gynecologist,  in  dealing  with  pelvic  inflam- 
matory troubles,  is  not  fond  of  dabbling  in  pus.  If  there  is  a  gentle- 
man in  the  room  who  will  take  care  of  the  patient,  I  will  give  him  an 
angry  pus  case  tomorrow  for  section,  and  I  will  be  glad  to  have  it  taken 
off  my  hands.  Again,  if  there  is  one  that  will  promise  a  cure  by  the 
treatment  from  below,  I  will  give  him  the  patient.  I  must  say  that  I  am 
getting  terribly  tired  of  two  things — operating  for  abscess  and  removing 
large  fibroids.  I  should  be  just  as  glad  to  stop  as  Keith  was.  I  have  no 
desire  to  do  another  hysterectomy.  I  can  understand  easily  why 
Keith  has  retired  from  worldly  cares  after  having  done  forty  hyster- 
ectomies, and  I  feei  sometimes  so  in  regard  to  pus  cases.  In  the  oper- 
ation on  the  patient  tomorrow  morning  the  abdomen  will  be  found 
as  hard  as  it  would  from  consolidated  mortar,  and  I  expect  to  open 
the  bowel  on  the  left  side  before  I  finish,  but  I  know  I  cannot 
relieve  her  by  treating  her  from  below.  I  do  not  wish  to  offer  any 
uncharitable  criticisms  of  the  other  camp,  but  it  is  the  only  way  I  can 
cure  such  cases,  and  I  am  satisfied  it  is  the  only  sure  method  of  cure 
or  relief.  Pus  cases  as  I  deal  with  them — bathing  my  hands  in  pus 
daily,  almost — are  angry  and  ugly.  I  do  find,  though,  that  the  two 
camps  are  talking  about  two  different  classes  of  patients  in  many  in- 
stances. Many  of  the  patients  have  been  treated  by  the  lower  or  vagi- 
nal methods.  Dr.  Agnew  used  to  say  in  his  lectures,  that  he  hated 
to  have  an  old  gleet  walk  into  his  office :  I  hate  to  have  an  old  neg- 
lected pelvic  abscess  walk  into  my  office. 
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Dr.  Hoffman. — We  absolutely  do  not  know  where  pus  is  going. 
I  can  give  you  the  clinical  details  of  several  cases  in  my  own 
work  and  observation,  in  which  the  pus  was  actually  in  the  cornua 
of  the  uterus,  and  the  uterine  structure  intact,  so  that  no  liga- 
ture could  be  placed  on  the  cornua  of  the  uterus,  and  the  uterus  had 
to  be  scraped  out.  Where  would  your  vaginal  drainage  come  in 
there?  If  we  get  all  the  pus  by  one  of  these  punctures,  or  puncture, 
and  break  up  and  dilate,  we  do  it  at  a  risk,  because  if  that  tube  is  a 
cheesy  mass,  as  is  shown  in  Dr.  Price's  diagram,  no  one  ever  saw  one 
of  those  tubes  that  was  not  complicated  by  adhesions,  and  no  one  ever 
broke  one  off  that  was  not  attached  to  the  bowel  or  some  other  pelvic 
organ.  Puncture  and  breaking  up  of  them  is  a  dangerous  proceeding. 
You  might  with  almost  as  much  good  judgment  put  in  dynamite  and 
blast  them  out,  because  you  do  not  know  what  you  are  going  to  break. 
If  we  go  from  above  downward,  we  do  know  that  we  can  get  them 
out,  and  tie  off.  We  do  not  have  any  remnants  of  cheesy  debris  there. 
The  convalescence  of  the  woman  in  almost  every  case  is  prompt,  speedy, 
and  sure.  We  do  not  know  in  our  work  what  a  death  from  shock 
means.  I  have  seen  it  once ;  I  had  it  once.  The  woman  was  a  drunk- 
ard; it  was  whiskey  that  killed  her.  If  you  treat  the  abscess  by 
surgical  methods  you  do  not  let  the  woman  go  about  with  fistulas  and 
with  strings  to  be  led  around  by.  Dr.  Price  has  not  a  persistent  fis- 
tula in  any  of  the  women  he  has  operated  on  ;  nor  have  I. 

Dr.  Price. — I  omitted  one  point,  which  is  important.  The  patients 
of  Bernutz  and  Goupil  left  the  hospitals,  and  many  returned  to  die  of 
phthisis,  and  they  got  their  post-mortems.  Many  of  such  cases  come 
to  us  with  a  cough.  It  is  a  material  consideration  with  me  if  the 
patient  has  a  cough,  and  I  commonly  find  them  with  a  cough.  Many 
of  these  cases  die  of  phthisis,  if  neglected.  Dr.  Engelmann,  of  St. 
Louis,  has  written  a  very  lengthy  paper  upon  renal  lesions  due  to 
pelvic  inflammatory  troubles.  We  all  know  how  common  albumin- 
uria is  due  to  pressure,  a  condition  referred  to  in  Engelmann's  paper. 
I  find  many  of  them  dying  with  evidences  of  incipient  phthisis  and  ad- 
vanced renal  trouble,  and  believe  me,  I  feel  I  can  cure  more  cases  of 
phthisis  by  abdominal  section  than  ever  anyone  did  with  sulphuretted 
hydrogen  gas  or  Koch's  lymph. 

Dr.  Keed  (closing  the  discussion).— I  cannot  express  my  grati- 
fication at  the  discussion  that  has  been  accorded  my  paper.  The 
distinguished  participants  have  given  us  views  from  various  stand- 
points that  will  certainly  result  in  a  better  understanding  of  the  ques- 
tion.   From  the  tenor  of  the  discussion,  however,  I  feel  that  in  the 
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verbal  synopsis  of  my  paper  I  failed  to  make  sufficiently  clear  one 
point  which  I  had  definitely  in  my  mind.  That  point  was,  that  when 
we  deal  with  pus  tubes  we  have  one  condition,  and  when  we  deal  with 
pelvic  abscess  we  have  another  condition  ;  that  the  terms  ought  under 
no  circumstances  to  be  used  interconvertibly.  The  two  conditions  are 
distinct  in  their  etiology ;  they  are  distinct  in  their  pathological 
peculiarities,  and  they  are  distinct  in  their  indications  for  surgical 
treatment.  The  differential  diagnosis  is  a  very  important  question, 
and  is  one  which  in  my  mind  cannot  be  settled  in  a  great  majority  of 
instances  without  preliminary  exploratory  incision.  The  importance 
of  this  preliminary  incision  is  to  my  mind  apparent,  when  we  take 
into  account  the  fact  that  in  a  majority  of  all  cases  where  we  do  find 
pus  in  the  pelvis  that  pus  is  found  in  the  Fallopian  tubes.  We  ought 
to  act  in  recognition  of  this  fact  and  place  ourselves  in  position  to 
deal  skilfully  with  the  most  probable  condition.  As  has  been  stated, 
this  intra-pelvic  phlegmon  is  indeed  a  rare  occurrence,  and  I  think  my 
experience  is  exceptional,  for  in  my  work  I  have  encountered  three 
cases.  I  believe,  and  a  fairly  extensive  search  of  the  literature  of  the 
subject  impresses  me  with  the  accuracy  of  the  reflection,  that,  inde- 
pendently of  the  puerperal  state,  suppuration  within  the  pelvic  cellular 
tissue  and  subsequently  by  extension  and  distention  involving  the  broad 
ligament,  is  indeed  very  rare. 

I  have  been  profoundly  impressed  by  the  suggestion  made  by  my 
friend,  Dr.  Hoffman,  in  calling  attention  to  the  fact  that  many  of 
these  cases  of  intra-pelvic  phlegmon  occur  on  the  right  side,  and 
that  in  many  of  these  cases  we  may  look  for  the  primary  factor  to 
some  adhesion  at  the  head  of  the  colon.  That  is  a  thought  we  should 
take  home  with  us  and  investigate  carefully.  If  in  the  absence  of  the 
puerperal  state  I  should  encounter  such  a  lesion  on  the  right  side,  with 
other  features  of  the  history  pointing  to  recurrent  attacks. of  pain 
about  the  head  of  the  colon,  I  should  certainly  be  impressed  that  we 
have  to  deal  with  nothing  more  or  less  than  suppurative  peritonitis 
that  had  burrowed  into  the  pelvic  cavity. 

I  have  nothing  new  to  add  in  the  way  of  comment.  I  must  say 
that  while  it  is  true  that  a  drainage  of  these  cases  of  pelvic  abscess  is 
entirely  feasible  through  the  vagina,  and  it  is  entirely  practicable  to 
cure  cases  of  true  intra-pelvic  phlegmon  by  the  intra-vaginal  incision, 
still,  I  believe,  taking  into  account  the  difficulty  of  making  a  differ- 
ential diagnosis — the  fact  that  the  preponderance  of  probability  is  on 
the  side  of  tubal  disease — that  we  act  in  the  interest  of  the  patient 
when  we  approach  these  cases  from  above. 
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Abdominal  and  pelvic  surgery  have  so  far  advanced  within 
the  last  decade  that,  from  occupying  a  doubtful  position, 
both  as  to  practicability  and  justifiability,  they  are  now  recog- 
nized as  holding  easily  the  vantage-ground  of  refinement 
and  attainment.  They  have  vanquished  opposition,  and  won 
over  their  opponents  ;  they  have  grafted  their  exact  methods  of 
procedure  upon  all  other  branches  of  surgery,  and  so  lent  their 
refinements  to  their  advantage  ;  and,  lastly,  they  have,  by  over- 
throwing the  traditions  and  fables  of  surgery,  given  valuable 
aid  to  therapeutics  in  determining  where  surgery  must  begin 
and  medicine — in  the  line  of  diseases  hitherto  considered 
almost  entirely  outside  the  domain  of  all  else  than  physic — 
must  end.  Standing,  as  we  now  do,  amid  the  wonderful  suc- 
cesses of  the  present  surgery,  we  are  prone  to  accredit  nothing 
to  the  past  save  its  feeble  efforts  and  frequent  failures.  This 
is  neither  just  nor  reasonable.  Pioneers  in  every  line  of  work, 
scientific  or  mechanical,  or  both,  have  the  debris  of  ages  to 
clear  away — the  superstitions  of  all  who  preceded  them,  and 
much  in  our  own  period  that  is  explainable  in  the  light  of 
jealousy  and  superstition. 

The  history  of  abdominal  and  pelvic  surgery  is  all  aglow 
with  the  heroic  efforts,  the  personal  sacrifices  of  its  pioneers. 
Deep  and  gold-lined  is  the  story  of  their  anxieties,  which 
find  a  response  in  our  own  experience  and  touch  us  with  a 
pathetic  interest.  Their  mistakes  made  possible  our  successes, 
and  their  trials  made  possible  our  accomplishments.  By  their 
failures  we  are  warned  and  guided  clear  of  many  errors. 
Surgical  invention  has  greatly  improved  upon  and  simplified 
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methods.  Where  the  spirit  of  innovation  has  bungled,  the 
better  genius  of  surgery  has  corrected.  We  are  having  clean- 
liness without  the  aid  of  chemical  irritants  and  disinfectants. 
We  are  rapidly  advancing  to  accept  early  operation  as  a 
dictum  in  pelvic  and  abdominal  surgery.  The  mistaken  conser- 
vatism advocated  by  a  class  of  non-operating  gynecologists,  is 
preserving  for  us  a  legacy  of  old  error.  But  we  are  moving  on. 
The  steps  may  be  slow,  and  sometimes  hesitating,  but  finally 
they  are  certain.  Reckless  innovation  may  be  charged,  but — 
as  a  great  American  author  has  expressed  it — "  Innovation  is 
the  salient  energy,  conservatism  the  pause  on  the  last  moment. 
There  is  always  a  certain  meanness  of  argument  in  conserva- 
tism— -joined  with  a  certain  superiority  in  its  facts.  Its  fingers 
clutch  the  fact,  and  it  will  not  open  its  eyes  to  see  a  better 
way.  The  castle  which  conservatism  is  set  to  defend  is  the 
actual  state  of  things,  good  and  bad.  The  project  of  innovation 
is  the  best  possible  state  of  things." 

I  can  find  no  delight  in  so-called  conservative  methods.  My 
experience  disproves  and  condemns  them,  though  there  are 
many  able  and  conscientious  men  of  the  profession  who  counsel 
such.  I  cherish  the  bold  hope  that  if  we  have  not  yet,  we 
will  soon  reach  the  point  of  promptly  recognizing  those  con- 
ditions which  require  radical  surgical  treatment.  With  the 
enthusiastic  but  clumsy  meddlers  and  candidates  for  notoriety 
out  of  the  way,  we — encouraged  by  the  advances,  the  mar- 
velous results  of  the  past  ten  years — claim  it  possible  for  us  to 
reduce  our  mortality  to  almost  nil  in  our  dealings  with  all 
hard  tumors.  In  all  operations  it  must  be  remembered  that 
there  are  no  hard  aud  fast  lines  of  treatment  which  we  can 
invariably  follow,  step  by  step,  in  every  case.  A  knowledge 
of  the  expedients  and  resources  of  all  complications  will  bring 
in  variations  that  are  valuable  and  indispensable  for  the  suc- 
cessful accomplishment  of  their  surgery.  A  failure  to  un- 
derstand this,  and  to  be  able  to  graft  this  or  that  procedure 
on  an  allied  one,  is  the  cause  of  little  omissions  in  exactness 
that  lead  to  the  gravest  consequences. 

As  to  the  time  for  entering  upon  the  operation  :  if  not  so  now, 
it  will  soon  become  an  axiom  of  surgery  not  to  delay  longer 
than  to  establish  the  fact  that  operation  will  be  necessary  at 
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some  time.  This  once  granted,  the  earlier  such  operation  is 
done,  the  fewer  will  be  the  complications,  and  all  the  dangers 
attending  operations  will  be  diminished  or  avoided.  There 
will  be  a  shorter  operation,  less  handling  of  the  parts,  less 
shock,  surgical  and  dynamic,  and  quicker  convalescence. 
That  good  man,  that  able  and  trained  surgeon,  Dr.  Thomas 
Keith,  in  the  dedicatory  letter  of  his  unique  little  book,  Con- 
tributions to  the  Surgical  Treatment  of  Tumors  of  the  Abdomen, 
says :  "  I  write  little,  for  I  know  little.  I  am  every  day 
changing  the  ways  of  my  work,  and  the  dread  of  giving  an 
uncertain  sound  is  heavy  on  my  mind."  Quoting  still  further, 
he  says  :  "  Indirectly,  however,  simple  fibrous  tumors,  espe- 
cially those  of  large  size  and  those  that  bleed,  may  be  the  cause 
of  death  oftener  than  we  think.  In  some  the  excessive  anemia 
that  thej'  produce  seems  to  be  the  cause  of  paralysis." 

I  have  seen  several  deaths  from  embolism,  the  result  of 
inflamed  uterine  veins.  Several  times  I  have  seen  chronic 
peritonitis  occasion  great  trouble,  and  not  unfrequently  the 
peritoneum  becomes  the  seat  of  malignant  or  papillomatous 
deposit,  especially  if  the  tumor  be  large.  They  are  often  a 
source  of  danger  in  all  cases  of  abdominal  inflammations,  and 
they  add  much  to  the  sufferings  of  those  who  are  the  subjects 
of  diseased  heart  or  lungs,  when  they  become  again  active 
after  menstruation  has  ceased.  The  cause  of  the  activity  is 
generally  to  be  found  in  some  sarcomatous  degeneration.  Of 
this  I  have  seen  instances.  I  have  met  with  only  a  single 
case  where  there  could  be  little  doubt  that  the  fibroid  had 
begun  to  grow  after  menstruation  had  ceased.  Even  in  the 
soft,  edematous  fibroids  the  tendency  is  for  growth  to  cease, 
though  this  form  is  very  unwilling  to  stop  like  the  harder 
tumors.  The  caution  of  Baker  Brown  when  he  says,  "  Ovari- 
otomy in  the  hands  of  some  surgeons  who  have  only  recently 
given  their  attention  to  the  subject  is  calculated  to  lead  them 
and  others  to  neglect  or  despise  other  modes  of  treatment,"  is 
no  longer  to  be  heeded  in  the  presence  of  the  large  ovarian 
cyst.  His  advocacy  of  tapping  and  pressure  for  monocysts  is 
even  of  very  doubtful  status,  for  tapping  is  not  a  simple  pro- 
cedure, and  removal  of  the  tumor  and  its  contents  is,  to  the 
real   surgeon,  the  preferable  one.    We  have,  in  the  now 
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exploded  bubble  of  electricity  in  the  treatment  of  ovarian 
tumors,  an  illustration  of  the  wild  enthusiasm  that  every  new 
fad  inspires  in  the  willing  conservative  breast.  So  far  as 
ovarian  tumors  were  concerned  when  this  treatment  was  pro- 
mulgated, there  was  some  reason,  for  at  that  time  the  surgery 
of  the  abdomen  was  not  exact  and  its  results  were  crude  com- 
pared with  those  at  present  obtained.  The  cry  by  Semeleder 
of  "No  more  ovariotomy,"  by  the  report  of  several  cases  of 
ovarian  tumors  cured  by  electrolytic  treatment,  threatened  to 
nullify  the  achievements  of  numerous  illustrious  ovariotomists. 
The  treatment  by  this  new  method  was  at  once  so  painless  and 
simple,  so  sure  and  effectual,  according  to  his  accounts,  that  it 
seemed  almost  criminal  to  have  subjected  so  many  patients  to 
the  dangerous  operation  of  ovariotomy.  All  this  has  passed 
away,  and  the  efficacy  of  electricity  in  ovarian  tumors  is 
scarcely  hinted  at  even  by  the  most  ultra  enthusiast,  and  then 
only  in  the  most  doubtful  manner. 

I  desire  that  the  preceding  portion  of  my  paper  shall  be 
considered  simply  as  a  summarized  expression  of  our  faith  in 
the  possibilities  of  surgery,  and  as  the  foundation  for  a  reason- 
able demand  for  a  resort  to  exact  surgery  in  those  conditions 
and  cases  which,  if  left  to  themselves,  go  on  from  bad  to  worse, 
with  only  an  accidental  clearing  up  occasionally  of  their 
unfavorable  features.  There  is  no  need  of  special  pleading  to 
establish  the  reasonableness  of  this  demand.  The  only  require- 
ment is  that  we  apply  the  same  reasoning  to  this  surgery  as  to 
other  divisions  of  the  work.  We  must  start  with  the  proposi- 
tion that  no  uncomplicated  operation  ought  to  be  dangerous ; 
that  the  simple  entering  of  the  abdomen  is  without  danger  in 
the  hands  of  experienced  men.  I  do  not  mean  those  with 
book  experience.  Too  much  is  written  according  to  the  book 
these  days,  that  sounds  well,  and  advertises  well,  and  briugs 
patients  to  private  hospitals  and  public  funerals.  Supposed 
lectures  are  written,  and  go  out  as  clinical  teachings  from  men 
who  themselves  have  had  scarcely  any  clinical  experience. 
This  is  surgery  under  false  pretense.  ISTow,  when  surgical 
experience  proves  that  the  simpler  the  operation  the  less  dan- 
gerous it  is,  and  that  the  danger  increases  by  exact  gradation 
as  the  complications  increase,  what  other  conclusion  to  the 
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argument  is  there  than  to  demand  early  operation  for  condi- 
tions that  in  almost  all  cases  eventuate  seriously  ?  This  is 
especially  true  in  fibroid  tumors.  The  removal  of  the  append- 
ages is  proven  to  be  efficient  in  a  majority  of  cases  in  con- 
trolling hemorrhage,  just  as  it  is  the  clinical  testimony  that  in 
almost  all  cases  of  fibroid  disease  there  is  real  disease  of  the 
ovary  itself.  In  large  tumors  the  ugly  nature  of  the  complica- 
tions, combined  with  the  gradually  increasing  discomfort,  is 
such  that  makes  delay  criminal.  We  must  operate  before  the 
patient  is  past  help  if  we  would  save  her.  Surgery  as  a  last  resort, 
after  temporizing  has  failed,  is  no  criterion  of  what  surgery  can 
accomplish,  and  is  no  measure  or  standard  by  which  it  may  be  judged. 

Experimental  methods  by  experimentalists,  brought  forward 
only  to  enable  their  propagators  to  pose  as  geniuses  of  inven- 
tions, are  not  a  part  of  real  surgery.  Try  all  such  suggestions 
in  the  light  of  efficiency  in  bad  cases.  A  method  suggested  as 
only  valuable  in  the  simpler  cases  ot  hysterectomy  has  to  be 
accountable  for  failure  if  tried  in  a  complicated  case.  Treat 
every  case,  if  you  would  succeed,  as  if  it  were  the  worst  pos- 
sible, with  just  as  much  care,  exactness,  and  judgment,  and 
no  flurry  for  stage  effect.  A  method  which  gives  good  results 
in  bad  cases  is  all  the  more  likely  to  give  good  results  in 
simple  cases.  This  much  must  be  said  of  the  Koeberle  serre- 
noeud :  we  have  no  right  to  allow  puerile  criticisms  of 
this  instrument  to  cause  us  to  lay  it  aside  when  it  is 
abundantly  proven  that  it  gives  us  the  best  results.  Learn 
how  to  use  it,  learn  what  it  does,  how  it  does  the  work 
required,  why  it  must  do  it — and  reason,  not  prejudice  or  desire 
for  over-refinement,  will  establish  its  simplicity  and  efficiency. 

Porro's  Operation.1 

I  reported,  with  illustrations,  in  Annals  of  Gynecology,  March, 
1891,  two  puerperal  hysterectomies.  !Now  I  have  the  third 
with  illustration  (Plate  No.  III.);  also  an  illustration  (Plate  No. 
IV.)  of  a  large  fibro-sarcoma.  I  present  these  two  cases  for  a 
brief  discussion  of  how  to  deal  with  hard  tumors  of  the  uterus. 
We  have  evidence  which  now  overlaps  the  widest  range  of 

1  January,  1892 :  Since  the  third  Porro  Dr.  Price  has  done  two  Porro  operations, 
both  successful,  making  a  series  of  five  without  a  death. 
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doubt  as  to  the  propriety  of  supra-vaginal  hysterectomy.  Our 
progressive  success  in  abdominal  surgery  has  been  the  basis  of 
a  large  number  of  surgical  lessons  applicable  within  its  own 
range,  and  not  without  usefulness  in  other  fields  of  surgery. 
Surely  there  could  be  nothing  more  astonishing  and  encour- 
aging than  the  advances  made  since  the  publication  of  Keith's 
wonderful  little  book  on  Supra-vaginal  Hysterectomy.  Keith 
left  hysterectomy  with  a  mortality  of  three  deaths  in  thirty- 
eight,  and  says :  "  It  is  often  said  that  the  operation  for  re- 
moval of  uterine  fibroids  is  in  much  the  same  position  now 
that  ovariotomy  was  five  and  twenty  years  ago.  It  is  not  so. 
It  never  will  be  so.  So  far  as  hysterectomy  has  thus  gone,  it 
has  done  more  harm  than  good,  and  it  would  have  better  that 
it  had  never  been.  If  these  be  the  best  results  that  surgery 
can  give,  the  sooner  this  operation  is  laid  aside  the  better." 

Fortunately  for  those  afflicted  with  uterine  fibroids,  the  same 
heroic  surgeons  that  taught  the  profession  the  importance  of 
early  removal  of  cystoma  and  reduced  the  mortality  to  about 
nil  in  this  merciless  disease,  have  also  advanced  the  methods 
to  reduce  the  mortality  to  about  five  per  cent.,  in  hysterectomy. 
Bantock,  Tait,  Homaus,  and  Mann  have  all  done  much  to 
establish  hysterectomy.  If  Dr.  Bantock  will  contribute  A  Plea 
for  Early  Hysterectomy,  it  will  be  the  means  of  saving  quite  as 
many  lives  as  his  little  book,  A  Plea  for  Early  Ovariotomy,  has 
done.  Had  the  great  Keith  operated  early,  when  his  cases 
first  applied  for  treatment,  his  mortality  would  have  been  nil. 
He  says :  "  ]STo  one  was  operated  on  in  good  health  or  in  good 
condition.  Nearly  all  were  under  observation  for  some  years, 
some  for  many  years.  A  gradual  deterioration  of  health  had 
been  watched  till  the  stage  of  uselessness  and  wretchedness 
was  reached,  when  death  seemed  often  to  be  preferable  to  life. 
I  have  never  seen  such  pronounced  anemia  as  existed  in  some 
of  these  patients."  Procrastination  in  these  cases  was  the 
trouble.  These  alarming  conditions,  due  to  delay,  were  the 
strongest  argument  for  early  hysterectomy.  Says  Franklin  : 
"  Dost  thou  love  life  ?  then  do  not  squander  time,  for  that  is 
the  stuff  life  is  made  of." 

With  large  and  varied  experience  in  abdominal  and  pelvic 
surgery,  we  have  lost  absolutely  all  fear  of  the  peritoneum. 
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We  now  prize  the  sacred  sac  for  the  great  assistance  it  gives 
us  in  accomplishing  good  work.  Since  surgeons  have  learned 
to  practise  a  gospel  of  cleanliness,  the  statement  of  Baker 
Brown,  "It's  the  peritonitis  that  beats  us,"  finds  no  foundation 
for  its  correctness  in  the  results  obtained.  That  delightful 
English  humorist,  Charles  Lamb,  would  have  said  of  our  an- 
cient, and  a  few  of  our  modern  surgeons,  had  they  been  his 
adversaries  in  a  game  of  whist,  "  H'm,  if  dirt  were  trumps, 
what  hands  you  would  hold  !  "  Says  Keith,  "  It  is,  unfortun- 
ately, a  melancholy  story  that  ever  since  surgery  began,  the 
most  of  the  mischief  was  done  by  the  surgeon  himself.  It 
was  the  willing  and  tender,  though  unclean  hand,  that  carried 
the  poison  into  the  wounds."  Experienced  surgeons  at  present 
aim  at  cleanliness,  simplifying  and  perfecting  methods,  reliev- 
ing suffering  and  saving  lives.  Keith  says  :  "  These  unfor- 
tunates live  on,  somehow,  a  burden  to  themselves  and  to  their 
friends,  but  they  rarely  die  from  their  tumors;  life  is  a  long, 
weary  burden."  Fibroid  growths,  like  cystoma,  are  in  many 
cases  a  merciless  disease.  Many  tumors  continue  to  grow  after 
the  menopause  with  retrograde  changes  in  the  tumor  and  sur- 
rounding viscera,  incident  to  its  growth.  In  the  early  removal 
of  fibroids  from  healthy  subjects,  it  is  exceptional  to  find  com- 
plications, except  in  those  small  fibroids  growing  from  the 
neck  of  the  womb  and  filling  the  pelvis  with  extensive  adhe- 
sions, and  those  complicated  by  advanced  forms  of  tubal  and 
ovarian  disease.  In  the  large  and  more  advanced  or  neglected 
tumors,  those  continuing  to  grow  after  the  menopause,  the 
complications  become  quite  universal.  In  delayed  cases  we 
find  broad  plains  of  vascular  capsule,  extensive  bowel  and 
omental  adhesions,  all  requiring  extensive  dissections,  or  in 
some  cases  necessitating  incising  and  retracting  the  capsule  or 
deperitonizing  the  tumor  to  make  a  stump  or  pedicle;  also  in- 
cising of  the  capsule  high  up  on  the  tumor  and  stripping  down 
to  the  serre-noeud  applied  around  the  base  of  the  tumor  at  the 
highest  possible  level.  In  some  cases  it  is  necessary  to  strip 
the  capsule  down  and  enucleate  small  tumors  about  the  base 
of  the  greater  tumor  before  applying  the  noeud.  In  large  or 
small  tumors,  with  short  pedicles,  the  cervix  will  be  taken  up 
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into  the  tumor;  it  is  important  to  make  a  pedicle  to  diminish 
its  size  and  lessen  the  drag  upon  it,  facilitating  the  introduc- 
tion of  the  pins  at  a  higher  level,  thus  completing  the  removal 
of  the  tumor  with  the  least  hemorrhage  and  least  risk  of  other 
complications. 

The  removal  of  a  healthy  tumor  from  a  healthy  peritoneal  cavity 
should  never  be  folloioed  by  bad  symptoms  if  the  operation  has  been 
complete  in  every  detail.  Imperfect  work  will  always  be  followed  by 
disastrous  results. 

A  young  aspirant  for  gynecological  fame  recently  opened  an 
abdomen,  and,  encountering  a  fibroid  with  adhesions,  closed 
without  attempting  removal,  saying,  "  Someone  else  can  do 
it."  We  will  be  pardoned  for  quoting  some  very  strong 
statements  from  this  aspirant:  "It  is  daily  becoming  more 
apparent  that  inexperienced  and  untrained  men  should  not  be 
tempted  lightly  to  enter  into  the  abdominal  operation.  An 
alarmingly  large  number  of  operations  have  lately  come  to 
my  notice,  by  men  inexperienced  and  incapable  of  dealing 
with  possible  complications.  A  considerable  number  of  these 
cases  have,  of  course,  ended  fatally — cases  which  should  have 
recovered  had  a  skilled  operator  undertaken  them.  The  man 
who  loses  his  head  and  becomes  frightened  because  of  tight 
adhesions  had  better  never  attempt  this  class  of  surgery.  The 
worst  results  obtained  in  abdominal  surgery  are  in  these  un- 
finished operations." 

The  following  is  a  brief  report  of  the  two  interesting  speci- 
mens of  tumors  illustrated  by  Plates  III.  and  IV. : 

(Plate  III.)  Mrs.  L.,  aged  twenty-eight  years,  married.  General  health 
excellent ;  menstrual  history  normal ;  normal  gestation,  and  at  term  was 
seen  by  Dr.  Bryan  a  few  hours  before  operation.  Found  patient  in  active 
labor :  cervix  far  above  pubis ;  hard  tumor  rilling  pelvic  cavity.  I  was  asked 
to  see  her  in  consultation. 

At  4  p.m.  urged  removal  of  child  and  tumor  by  section.  No  fetal  heart- 
sounds.  Sectiou  at  8  p.m.  Large  dead  child  delivered ;  uterus  and  pelvic 
tumor  delivered;  serre-nceud  and  pins  applied;  uterus  and  tumor  ampu- 
tated; closure  of  incision  and  fixation  of  pedicle  in  lower  angle  of  incision, 
as  in  hysterectomy  for  fibroids  ;  recovery  without  a  bad  symptom. 


I  had  then  completed  a  series  of  sixty  supra-vaginal  extra- 
peritoneal hysterectomies,  with  three  deaths — one  death  in  the 

Obst  Soc  17 


258 


PRICE, 


last  fifty-two— including  three  Porro  operations.  Bantock, 
Hegar,  Keith,  Tait,  and  others  bad  a  mortality  below  10  per 
cent,  in  delayed  operations  and  neglected  cases.  So  far  as  I 
am  aware,  after  a  careful  perusal  of  the  literature  of  hysterec- 
tomy as  to  the  results  of  fifty  supra-vaginal  extra-peritoneal 
hysterectomies,  the  mortality  of  my  last  series  has  been  the 
lowest  yet  obtained.  My  long  and  rich  experience  in  pelvic 
operations  for  suppurative  troubles  of  tubes  and  ovaries,  with 
their  numerous  complications,  has  prepared  me  for  dealing 
with  complications  of  fibroid  growths  so  common  in  the  pelvis. 

My  brother,  Dr.  Mordecai  Price,  reported  recently  the  fol- 
lowing, whicb  I  append  as  contributing  to  the  history  of  this 
operation. 

Case  of  Supra-vaginal  Hysterectomy. 

(Plate  IV. )  Miss  W.  R.,  aged  forty  years,  suffering  from  a  rapidly  growing 
hard  multilobular  tumor,  filling  the  pelvis  and  extending  above  umbilicus. 
The  cervix  high  to  the  right,  and  above  the  brim  of  the  pelvis  a  hard  body  the 
size  and  shape  of  the  uterus,  the  tumor  movable,  all  but  the  pelvic  portion, 
which  was  apparently  fixed  by  three  small  fibroids  filling  the  pelvic  cavity. 
The  patient  was  only  aware  of  "  a  lump  in  the  side  "  during  the  last  month  : 
when  I  examined  her  the  day  before  the  operation  the  tumor  was  as  large  as 
a  womb  at  the  seventh  or  eighth  month  of  pregnancy,  and  nodular.  She 
was  incapacitated  for  work,  and  it  was  decided  to  remove  it,  as  its  rapid 
growth  indicated  malignancy. 

July  9th,  with  the  assistance  of  Drs.  J.  Price  and  Morns,  I  removed  the 
entire  uterus  and  appendages,  and  left  nothing  but  the  cervix,  clamped  by 
the  delta  metal  wire  noeud,  with  dry  iodoform  dressings  to  finish  the  opera- 
tion The  tumor  was  a  most  interesting  one,  and  in  a  great  measure  explains 
the  history  the  woman  gives  of  its  rapid  growth.  In  the  pelvis  there  were 
three  fibroids,  with  all  the  pathological  characteristics  of  tumors  of  that 
nature  ■  the  cervix  to  the  right  and  high  up,  and  the  uterine  canal  not  over 
three  inches  long,  enclosed  by  the  large  tumor  to  the  right  of  the  uterus, 
and  front  and  back  of  it  one  of  the  little  fibroids.  The  large  tumor  was  en- 
tirely different  in  all  of  its  pathological  appearances,  and  when  opened  had 
a  distinct  capsule  ;  when  the  capsule  was  opened  it  gaped  widely  as  if  there 
was  great  pressure  from  within  pushing  out  the  muscular  tissue,  delivering 
the  red  and  myomatous  incapsulated  tumor.  Examined  by  Dr.  Bigelow,  the 
microscope  showed  it  to  be  red  fibro-myoma  undergoing  round-cell  sarco- 
matous degeneration.  Primary  round-cell  fibro-sarcoma  is  so  rare  that  many 
authorities  doubt  its  possibility.    The  patient  recovered. 
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Porro's  Operation  :  Puerperal  Hysterectomy. 

Our  present  success  in  supra-vaginal  extra-peritoneal  hyster- 
ectomy for  fibroids  has  greatly  confirmed  our  confidence  in  the 
Porro  operation  over  the  Cesarean. 

The  present  low  mortality  has  induced  many  operators  to 
do  the  Porro — a  complete  and  perfect  operation,  and  a  wise 
practice,  as  it  saves  the  patient  from  the  risk  of  a  subsequent 
section,  taking  away  from  the  Cesarean  section  the  most  im- 
portant factor  in  its  dangers — the  succulent  uterus  with  its 
incision. 

In  my  discussions  on  supra-vaginal  hysterectomy  I  have  en- 
deavored to  show  that  an  uncomplicated  operation  of  this  sort, 
with  the  extra-peritoneal  treatment  of  the  stump,  is,  under 
the  improved  technique,  an  operation  of  comparatively  little 
danger.  I  have  had  no  deaths  from  this  procedure  in  my  last 
forty  consecutive  cases,  including  two  Porro's.  The  operation 
in  the  hands  of  all  trained  men  accords  with  my  experience. 

The  complications  of  hysterectomy,  when  no  important 
viscus  is  involved  and  the  adhesions  are  simple,  are  not  to  be 
feared.  In  the  Cesarean  section  the  danger  of  hemorrhage  is 
ever  present;  in  the  Porro  operation  the  uterus  is  strangulated 
at  once,  thus  obviating  this  complication.  The  Porro  opera- 
tion clearly  has  the  advantage  in  these  essential  points :  first, 
in  absence  of  danger  of  hemorrhage  from  uterine  incision ; 
second,  in  the  extra-peritoneal  treatment  of  the  cut  uterus; 
third,  in  the  greater  rapidity  of  operation.  The  results  in  the 
Porro  operation  should  surpass  those  of  ordinary  hysterectomy 
for  the  following  reasons :  first,  there  are  very  rarely  adhesions 
unless  electricity  has  been  used;  second,  there  is  no  implica- 
tion of  any  important  viscus,  and,  accordingly,  less  hemor- 
rhage ;  third)  less  shock.  In  the  Cesarean  section  the  sutur- 
ing of  the  uterus  greatly  prolongs  the  operation,  making  a 
time-consideration  that  is  one  of  the  most  important  in  ab- 
dominal surgery.  The  factors  of  uncertainty  in  the  healing 
of  the  uterine  incision  put  our  established  ideas  of  exact  sur- 
gery at  sea;  it  is  impossible  to  put  it  at  rest.  The  uterine 
tissue  is  not  stable,  but  is  undergoing  metamorphosis  and  de- 
generation ■  in  no  other  part  of  the  body  do  we  find  such  a 


260  PRICE, 

condition,  creating  such  dangers  of  leakage  and  consequent 
peritonitis.  This  is  all  done  away  with  in  the  extra-peritoneal 
treatment  of  the  succulent  stump ;  here  the  use  of  the  serre- 
nceud  is  the  ideal  treatment,  as  it  can  be  contracted  upon  the 
shrinking  stump  and  hemorrhage  absolutely  controlled. 

Now  we  will  consider  the  sociological  side  of  the  question. 
Have  we  a  right  to  sterilize  a  woman  ?  We  have  not,  if  she 
is  simply  a  propagating  organism.  If  we  take  a  higher  view, 
she  has  the  right  to  the  best  she  can  attain  to,  physically  as 
well  as  mentally  and  morally.  We  should  not  leave  her  in 
jeopardy  from  a  future  peril.  Again,  the  children  from  this 
class  of  women — deformed,  rachitic,  ill-developed — often  die 
young,  and  are  at  best  but  ill  fitted  for  the  battles  of  life. 

The  following  is  a  brief  report  of  a  successful  case  of  puer- 
peral hysterectomy : 

(Plate  V.)  Mrs.  J.,  aged  thirty-nine  years,  colored ;  married  nine 
years ;  first  pregnancy ;  last  catamenia,  May  6th  ;  husband  returned  home 
June  3d  from  a  three  months'  absence ;  expected  confinement  March  3d ; 
section  March  3d  ;  patient  in  labor ;  multiple  fibroids  studding  uterus  ;  pelvic 
fibroid,  three  inches  short  diameter,  four  inches  long,  filling  birth-passage  ; 
peritonitis  at  fourth  month,  due  to  electrical  treatment,  resulted  in  quite  uni- 
versal adhesions ;  fibroid  at  fundus  of  uterus  covered  by  adherent  omentum 
and  intestine  ;  section  of  uterus  ;  placenta  posterior;  fetus  presenting  head 
to  right ;  easy  delivery  of  child  ;  ten  pounds  ;  delivery  of  uterus  and  fibroids 
after  separation  of  extensive  and  well-organized  adhesions ;  Koeberle  clamp  ; 
uterus  and  tumors  all  cut  away  ;  irrigation  and  drainage  ;  incision  closed  ; 
dry  dressing ;  rapid  recovery  ;  no  bad  symptoms  ;  nursed  child.  (Both  of 
these  cases  had  an  abundance  of  milk.) 

The  following  are  the  latest  statistics  I  have  been  able  to 
collect  in  relation  to  the  Porro  operation  : 

Porro,  9  deaths  in  last  50  operations.1  12  children  lost  in 
81  operations.    In  last  four  years  : 

Porro  mortality,  19  per  cent.2 

Cesarean  mortality,  26  per  cent. 

I  have  done  70  supra-vaginal  hysterectomies,  with  4  deaths : 
2  deaths  due  to  malignancy — hopeless ;  1  death  from  pyemia 
and  shock ;  1  death  due  to  accident  and  bad  surgery.  2  deaths 
in  the  first  8  cases ;  43  consecutive  without  a  death ;  lost  the 
44th  and  62d. 


i  British  Medical  Journal,  March  30,  1889. 


2  Ibid.,  April  13,  1889. 
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PLATE  IV. 


Supra-vaginal  Extra-peritoxeal  Hysterectomy  :  Recovery. 
A  Intra-uterine  Sarcoma.        B  Uterus.        C  Multiple  Fibroids. 
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DISCUSSION. 

Dr.  L.  S.  McMurtry,  of  Louisville  (in  the  chair). — Dr.  Price  has 
made  allusion  to  our  great  indebtedness  to  the  old  operators  before 
the  days  of  modern  surgery.  We  have  present  with  us  a  gentleman 
who,  following  after  McDowell  and  Dunlap  in  the  West,  and  along 
with  Peaslee  and  others  in  this  State,  wielded  the  knife  of  the  ovari- 
otomist  and  successfully  removed  an  ovarian  tumor  which  weighed 
more  than  the  woman  ;  but  he  has,  unfortunately  for  pelvic  surgery, 
given  the  greater  portion  of  his  time  to  literary  pursuits  in  his  later 
professional  life.  I  am  sure  the  Association  would  like  to  have  Dr. 
George  Jackson  Fisher,  of  Sing  Sing,  open  the  discussion  on  this  in- 
teresting paper. 

Dr.  George  Jackson  Fisher,  of  Sing  Sing  (by  invitation). — 
Mr.  President :  I  am  flattered  by  your  courteous  invitation  to  make  a 
few  remarks  before  this  Association.  The  gentleman  from  Louisville 
(Dr.  McMurtry),  now  occupying  the  chair,  has  long  been  a  personal 
friend  of  mine,  and  is  not  only  held  by  me  in  the  highest  esteem,  but 
is  a  universal  favorite  in  our  profession.  It  is  not  possible  for  me  now 
to  say  anything  on  the  subject  under  discussion  that  will  be  of 
practical  value.  Dr.  McMurtry  has  referred  to  an  operation  in 
abdominal  surgery  which  I  performed  September  24,  1861.  ("A  Suc- 
cessful Case  of  Ovariotomy,"  Am.  Med.  Times,  N.  Y.,  vol.  iii.  p.  855, 
November  30,  1861.)  This  was  thirty  years  ago.  There  is  probably 
no  surgeon  now  living  in  the  State  of  New  York  who  had  then  per- 
formed ovariotomy.  My  beloved  teacher,  the  late  distinguished  Dr. 
Valentine  Mott,  said  to  me  that  it  was  an  operation  he  had  never  felt 
justified  in  undertaking,  and  had  never  made.  This  shows  the  status  of 
ovariotomy  nearly  a  third  of  a  century  ago.  To  be  sure,  there  had 
been  many  previous  operations — several  hundred  ovariotomies  had 
been  tabulated  from  the  periodical  literature  of  the  world,  yet  there 
were  then  entire  countries,  enlightened  nations  possessing  skilled 
surgeons,  where  the  operation  had  never  been  attempted.  My  success 
in  ovariotomy  was  plus — the  greatest  that  it  was  possible  to  attain. 
Being  100  per  cent.,  I  have  never  undertaken  a  second  operation  in 
fear  of  reducing  it  to  50  per  cent.  It  was  successful,  and  a  great  oper- 
ation for  those  days.  Adhesions  were  encountered,  and  the  tumor  was 
so  large  that  it  exceeded  by  four  pounds  the  entire  weight  of  the 
patient  after  the  operation.  The  patient  is  still  living,  and  is,  as  she 
has  been  for  the  past  thirty  years,  in  perfect  health. 
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In  that  day  no  antiseptics  were  employed,  not  even  the  term.  Scru- 
pulous cleanliness  was  the  chief  reliance  then — clean  dressings,  clean 
water,  clean  hands,  and  clean  instruments.  I  have  had  a  horror  of 
dirt  and  putridity  all  my  life.  At  the  time  whereof  I  speak  we 
dreamed  not  of  living,  proliferating,  microscopic  wigglers  that  fill  all  the 
air,  the  dust,  and  the  wounds,  both  great  and  small.  I  believe  that 
the  greatest  lesson  and  the  real  practical  result  of  the  recent  investi- 
gations in  bacteriology  has  been  to  teach  surgeons  to  be  exceedingly 
cleanly.  In  the  numerous  surgical  operations  which  I  have  performed 
in  my  vicinity  during  the  past  forty  years,  including  most  of  the 
major  and  minor  work  done  by  our  fraternity — from  ovariotomy,  the 
ligation  of  the  common  carotids,  and  amputations,  down  to  the  dressing 
of  simple  wounds — I  have  endeavored  to  practise  aseptic  surgery.  I  am 
told  that  microbes  and  bacteria  do  not  inhabit  the  rural  and  suburban 
districts ;  that  they  are  peculiar  to  great  cities  ;  that  if  I  practised  in 
the  city  of  Xew  York,  and  depended  on  mere  cleanliness  and  ignored 
the  antiseptic  technique,  my  patients  would  all  die  from  criminal 
neglect. 

I  once  witnessed  an  operation  in  my  little  village,  performed  by  four 
or  five  metropolitan  surgeons,  for  the  amputation  of  a  cancerous  mamma. 
It  was  a  novel  scene  to  me.  It  was  a  minute  dissection  or  vivisection. 
Hours  were  spent  where  minutes  would  seem  to  have  been  long 
enough.  Forceps  by  the  dozen,  by  the  handful,  were  snapped  on 
arterial  and  venous  twigs  until  progress  was  arrested,  the  capillaries 
tied,  and  fresh  supplies  of  surgical  hardware  brought  forward.  I  had 
occasion  to  point  my  poisonous  bacterial  index  finger  toward  a  portion 
of  the  tumor,  when  I  received  a  prompt  rebukeful  facial  expression 
and  a  sudden  defensive  stroke  at  my  hand,  which  aroused  me  to  a 
sense  of  the  danger  I  was  incurring  to  both  the  patient  and  myself. 

Dr.  McMurtry  has  very  gracefully  alluded  to  my  literary  pursuits, 
particularly  in  the  line  of  historical  studies  relating  to  the  healing  art, 
and  has  told  you  that  I  have  devoted  much  of  my  time  to  this  delight- 
ful occupation.  This  is  to  some  extent  an  error.  I  have  been  a  gen- 
eral all-round  practitioner,  physician,  surgeon,  obstetrician,  almost  a 
dentist,  and  chiropodist.  I  have  made  quite  a  start  in  my  third  thou- 
sand of  obstetrical  cases,  and  this  has  been  no  specialty  with  me.  I 
have  never  had  a  specialty,  but  many  hobbies  in  my  time.  I  have 
had  hobbies  enough  to  fill  a  stable,  each  of  which  has  been  ridden  and 
re-ridden  time  and  again.  They  have  been  my  diversions,  my  pas- 
time, my  excursions  and  vacations,  my  fast  horse,  and  my  yacht.  I 
have  found  delight  in  many  collateral  and  non-practical  studies.  Anti- 
quarian medical  literature  and  medical  history,  of  which  my  shelves 
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contain  a  thousand  volumes,  have  employed  many  spare  hours.  Tera- 
tology has  been  a  lifelong  hobby ;  over  400  treatises,  great  and  small 
have  been  the  sources  of  my  essays  on  this  curious  and  fascinating 
subject.  The  love  of  Nature,  the  study  of  all  her  visible  forms — bot- 
any, mineralogy,  conchology,  and  many  other  -ologies,  including 
ethnology — the  collection  of  medical  portraits,  and  the  medals  that 
relate  to  our  profession,  are  among  the  diversions  with  which  I  have 
smoothed  the  rough  path  of  life  and  lubricated  the  wheels  of  activity 
during  over  forty  years'  professional  work. 

Gentlemen,  excuse  the  seeming  egotism  of  these  remarks.  They 
are  made  for  the  purpose  of  calling  attention  to  some  of  the  modes  by 
which  gentlemen  of  our  profession  may  find  restful  diversion,  during 
a  portion  of  almost  every  day  of  severe  labor.  I  have  known  not  a 
few  physicians  who  have  broken  down  under  the  burden  of  all  work 
and  no  play.  They  have  died  miserably  and  prematurely.  They 
should  and  would  have  lived  longer  and  more  usefully,  as  well  as 
more  happily,  had  they  cultivated  more  non-professional  and  diverting 
pursuits. 

One  word  before  closing  these  rambling  remarks,  so  foreign  to  the 
subject  under  discussion,  concerning  a  lesson  which  may  be  learned 
from  the  study  of  medical  history.  It  is  this  :  simplicity  and  cleanliness 
in  medicine  and  surgery  have  slowly  and  gradually  been  evolved  as 
cardinal  principles,  through  the  disastrous  experience  of  ancient, 
mediaeval,  and  modern  practitioners  with  polypharmacy,  compound 
and  complex  unguents,  and  the  excrements  of  animals,  used  internally 
and  externally,  and  almost  eternally.  Early  diagnosis,  prompt  oper- 
ation, simplicity,  and  cleanliness,  are  the  cardinal  elements  of  surgical 
success. 

Dr.  E.  W.  Cushing,  of  Boston. — Dr.  Fisher  has  started  a  historical 
strain,  and  perhaps  he  will  pardon  me  for  recalling  the  quotation  of 
what  was  said  by  St.  Augustine  to  Clovis,  King  of  France,  when  he 
was  baptized :  "  Bow  thy  head,  burn  what  thou  hast  adored,  adore 
what  thou  has  burned."  That  has  been  somewhat  my  experience 
under  Dr.  -Price's  influence  in  the  matter  of  fibroids.  I  started  in 
with  electricity  with  enthusiasm  :  got  a  battery — a  very  good  one — 
which  is  now  for  sale.  I  worked  very  hard  on  fibroids,  and  found  this 
much,  I  am  free  to  say :  first,  that  in  some  cases  hemorrhage  can  be 
checked  by  electricity ;  second,  that  a  great  mass  of  nervous  symp- 
toms and  worriments  can  be  relieved,  precisely  as  well  whether  the 
current  is  turned  on  or  not — that  is  a  simple  fact.  I  was  sent  for  to 
see  a  woman  last  summer  whom  I  had  nicely  cured  two  years  ago,  as 
I  thought.    She  was  almost  dying  from  hemorrhage,  and  I  expect  to 
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operate  on  her  within  a  few  days.  I  have  seen,  in  regard  to  the  pro- 
gress of  fibroids,  so  much  sudden  aggravation  of  all  the  symptoms — I 
have  seen  so  many  of  them  complicated  by  trouble  with  the  tubes — that 
it  does  seem  to  me  that  when  the  symptoms  are  sufficient  to  require 
anything  done  except  moving  the  bowels  and  simple  medical  treat- 
ment, it  is  then  time  to  remove  the  ovaries  and  tubes.  I  think  we  will 
all  agree  that  there  is  a  certain  number  of  fibroids,  a  large  proportion 
of  them,  which  cause  little  or  no  symptoms,  on  which,  therefore,  I  do 
not  think  even  Dr.  Price  will  urge  that  we  should  operate.  But  where 
the  patient  is  really  a  sufferer  from  pain,  my  experience  has  been  that 
there  is  some  extra  disease  besides  the  fibroid  which  causes  it,  usually 
in  the  tube,  or  that  it  is  growing  in  such  a  way  as  to  cause  a  severe 
strain  to  the  peritoneum  and  bring  on  inflammatory  attacks.  It 
simply  comes  down  to  the  same  rule  as  any  other  pelvic  trouble :  where 
it  is  growing  and  causes  other  trouble,  the  sooner  it  is  out  the  better; 
and  in  that  I  quite  agree  with  Dr.  Price. 

In  regard  to  this  matter  of  hysterectomy  for  pregnancy  complicated 
by  the  obstruction  of  the  pelvis  with  fibroids,  I  saw  one  of  these  opera- 
tions, as  I  said,  yesterday.  I  have  seen  at  different  times  a  perforation 
of  the  head  performed  in  cases  of  contracted  pelvis.  I  have  seen  hor- 
rible states  of  things  in  turning  a  child  in  cases  of  contracted  pelvis.  I 
have  had  an  experience  myself  in  a  case  of  contracted  pelvis.  I  turned 
the  child,  and  within  the  course  of  a  couple  of  hours  the  woman  died — 
never  came  out  from  the  shock.  I  am  prepared  to  say  that  the  Porro 
operation  properly  performed  in  any  case  of  pelvis  obstructed  either 
by  fibroids  or  by  contraction,  which  may  be  sufficient  to  necessitate  the 
mutilation  and  extraction  of  the  child,  and  leaving  the  child  entirely 
out  of  the  question — it  should  not  be  left  out  of  the  question,  for  it  is 
a  very  serious  thing — that  a  Porro  operation  by  a  competent  man  is  a 
safer  and  more  surgical  thing  to  do,  than  to  go  through  one  of  these 
cases  of  turning  and  dragging  the  child  through  a  narrow  and  de- 
formed pelvis,  and  leaving  the  woman  to  get  into  just  such  a  strait 
again,  or  performing  one  of  those  horrible  perforations  or  using  a 
cephalotribe,  and  all  that  sort  of  thing,  and  dragging  the  mangled 
child  through  with  all  the  risk  that  that  involves.  I  think  we  ought 
to  be  very  much  obliged  to  Dr.  Price  for  presenting  and  enforcing  this 
fact  of  the  security  and  good  results  of  the  Porro  operation,  and  from 
what  I  have  seen  of  it,  it  seems  to  me  to  be  a  preferable  thing  to 
the  Cesarian  section. 

Dr.  Joseph  Hoffman,  of  Philadelphia. — As  occasion  presents 
itself  I  am  in  the  habit  of  following  up  the  discussion  of  hyster- 
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ectoiny  with  the  idea  of  counterbalancing  the  exaltation  of  the  elec- 
trical treatment  of  the  same,  and  this  is  all  the  more  necessary 
because  constantly  we  are  met  on  all  sides  by  those  who  quote  this 
man,  or  that,  who  has  gone  over  to  electricity  and  who  gets  good 
results.  Most  of  all  the  elder  Keith  is  quoted,  and  in  order  to  fortify 
the  position  of  accurate  surgery  against  the  departure  of  men  like 
Keith  from  it,  it  is  necessary  to  study  him.  It  is  necessary  to 
compare  what  he  does  now,  what  he  says  now,  with  what  he  said 
before.  It  is  necessary  to  have  data  to  judge  which  is  right  and 
which  is  wrong,  and  with  that  view  I  have  gone  over  very  carefully 
the  statistics  of  Mr.  Keith's  earlier  work.  In  his  later  book,  in  which 
with  his  son  he  publishes  their  results,  and  in  which,  according  to 
their  reports,  all  hysterectomy  is  done  away  with — which  we  know  is 
not  true  in  reality — he  expresses  the  wish  that  he  had  all  his  hysterec- 
tomies back  that  he  might  treat  them  by  electricity.  I  have  in  my 
hand  an  analysis  of  his  work.  I  turn  to  it  and  find  that  out  of  the 
thirty-nine  reported  cases  twenty  are  seriously  complicated.  I  find  in 
the  first  cases  three,  I  think  that  is  the  number,  that  in  addition  to  large 
fibroid  tumors  there  were  pus  tubes  as  big  as  your  wrist.  What  would 
Mr.  Keith  have  done  with  his  pus  tubes  and  his  electricity  ?  I  find  that 
in  a  large  number  of  other  cases,  in  which  complications  existed,  the 
ovaries  and  tubes  were  diseased,  either  by  cysts  or  a  fibrous  condition 
of  the  ovaries  and  tubes  keeping  up  irritation.  I  find  that  the  omentum 
was  over  his  tumors  from  the  bladder  to  the  ensiform  cartilage.  What 
would  electricity  have  done  with  adherent  omentum?  So  we  go  on, 
case  after  case,  which  I  hope  to  be  able  to  refer  to  in  detail,  and  show 
how  impossible  it  is  for  both  reports  to  be  in  harmony.  We  must 
understand  that  Mr.  Keith,  when  he  described  his  earlier  thirty-nine 
hysterectomies,  exaggerated  them — but  that  we  do  not  believe — or  we 
must  understand  that  Mr.  Keith  can  do  more  with  electricity  than  can 
all  our  New  York  electricians.  For,  in  the  old  hall  of  this  Academy, 
these  questions  were  put  to  an  active  electrician  in  the  Society :  "  Can 
you  melt  down  adhesions  with  electricity?"  "No,  sir."  "Can  you 
diminish  the  size  of  bloodvessels?"  "  No,  sir."  "Can  you  destroy 
pus  by  electricity ?"  '< No, sir."  "What  can  you  do  with  it?"  Now, 
think  of  it:  they  cannot  cure  pus,  adhesions,  or  enlarged  bloodvessels. 
Can  they  do  it  in  Edinburgh  ?  I  think  not.  So  that  we  must  come 
to  the  conclusion  that  the  cases  reported  here  are  not  the  cases  reported 
in  his  last  book  ;  they  are  not  cases  cured  by  electricity.  The  trouble 
is  that  fibroid  tumors,  so-called,  often  are  not  fibroid  tumors.  The  so- 
called  fibroid  tumors  may  not  be  fibroids  at  all. 

Such  comparative  study  is  necessary  to  fortify  our  own  stand  and  our 
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own  faith  in  what  we  see,  and  it  is  necessary  to  have  it  in  order  to 
meet  the  advances  of  men  who  are  conservative  without  knowledge : 
who  are  conservative  because  they  believe  and  hear  but  do  not  experi- 
ence. A  few  experiences,  such  as  are  delineated  by  these  drawings, 
will  cure  any  man,  or  set  of  men,  not  having  a  living  to  make  by 
electricity,  of  believing  in  it  at  all.  I  read  a  letter  of  Horatio  Bige- 
low — I  give  his  name  because  he  is  a  great  advocate  of  the  electrical 
treatment — in  which  he  said  to  an  operator,  "Surgery  is  good,  but  we 
cannot  all  have  the  suocess  that  you  have.  Something  must  be  left  to 
the  rest  of  us."    That  is  special  pleading. 

Dr.  Price  (closing  the  discussion). — la  concluding  this  discussion, 
I  will  refer  again  to  the  drawings  illustrating  ten  hysterectomies  ;  with 
but  three  exceptions  the  patients  were  all  over  forty-seven  years  of 
age.    (Illustrating  cases  by  diagrams.) 

There  has  been  quite  sufficient  said  in  regard  to  the  electrical 
subject,  and  also  in  regard  to  the  importance  of  promptitude,  but 
I  simply  wish  to  allude  to  our  distinguished  friend's  remarks  about 
cleanliness.  It  gave  me  great  pleasure  to  enter  this  clean  hall,  and 
always  does  to  enter  clean  churches,  theatres,  and  assembly  halls, 
and  I  have  always  had  a  peculiar  longing  that  medical  schools  would 
be  of  the  same  nature.  I  can  never  understand  why  we  should  send 
a  lovely  clean  boy,  the  pride  of  our  homes,  to  one  of  the  filthiest 
places  in  the  world,  a  medical  college — filthier  than  the  livery  stable 
near  to  it — where  we  allow  him  to  spend  three  years  in  filth,  and 
then  expect  him  to  go  home  and  do  good  clean  work.  It  did  me  good 
to  hear  someone  talk  about  the  cleanliness  practised  in  ovariotomy 
thirty  years  ago.  The  new  school  will  not  adopt  the  methods  of  the 
general  surgeon  of  the  old  school.  He  needs  three  or  four  tables  for 
his  instruments.  I  rarely  put  on  a  hemostatic  forceps  and  I  lay  out 
only  two  ligatures — only  two  as  a  rule,  in  forty-nine  sections  out  of  fifty. 
When  I  read  about  an  ovariotomist  putting  on  forty  or  fifty  ligatures  I 
wonder  who  did  the  tying  for  him.  Cleanliness  is  hard  to  attain. 
There  is  nothing  as  costly  as  cleanliness.  McDowell  in  his  personal 
habits  was  one  of  the  cleanest  of  men.  He  was  a  dude.  I  love  a 
dude  for  his  cleanliness,  but  for  nothing  else.  'Dr.  Fisher,  I  suppose, 
used  the  utmost  simplicity  in  his  operation.  I  suppose  that  operation 
has  not  been  improved  on  since.  I  imagine  it  was  a  huge  tumor,  and 
the  operation  was  done  with  a  few  assistants  and  few  instruments — 
with  a  knife,  scissors,  and  thread — and  that  the  patient  was  placed  in 
bed  and  recovered.  It  is  lamentable  that  he  did  not  become  an  ovari- 
otomist, did  not  remain  a  missionary,  if  only  to  teach  cleanliness.  I 
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venture  to  say  that  this  gentleman  has  never  had  a  case  of  puerperal 
fever  in  his  practice,  except  in  consultation.  Some  time  ago  I  was 
asked  to  see  a  case  with  one  of  my  friends,  a  very  tidy  man.  He 
drives  a  handsome  team  and  is  very  dressy.  He  asked  me  to  see  a 
case  with  him,  and  after  the  consultation  I  asked  him,  "Doctor,  do 
you  ever  have  puerperal  fever? "  "  No."  I  can  single  out  absolutely 
from  the  personal  appearance  of  physicians  in  our  midst  men  who 
have  never  had  puerperal  fever — just  simply  from  their  personal  ap- 
pearance— and  the  rule  will  hold  good  if  you  make  the  test.  Cleanli- 
ness, I  repeat,  is  difficult  to  attain.  Someone  said  to  me  a  few  days  ago 
something  about  solutions.  I  remarked  to  him  that  if  he  was  suffi- 
ciently clean  he  might  sleep  in  the  abdomen  and  do  no  mischief.  I 
have  never  used  solutions,  and  really  it  is  the  proudest  feature  of  my 
special  work  that  I  have  never  used  a  chemical  solution.  I  have  never 
been  converted,  and  it  would  be  difficult  now  to  convert  me.  The 
great  lithotomist  in  Kentucky  did  225  lithotomies  with  three  deaths. 
He  was  an  exceedingly  clean  man,  a  painstaking  man,  a  very  simple 
man  in  his  methods,  and  he  reprimanded  someone  who  had  borrowed 
his  instruments  for  bringing  them  home  dirty. 

That  celebrated  English  divine  who  wrote  a  little  book  on  wit  and 
wisdom,  says  therein  that  "America  has  never  done  anything  in  surgery." 
Before  he  wrote  this  little  book  McDowell  had  done  his  eleven  ovari- 
otomies, Win.  Baynham,  the  Virginian,  had  done  two  extra-uterine 
operations  successfully  in  1790,  thereby  establishing  the  operation  for 
ectopic  pregnancy.  McDowell  had  established  ovariotomy,  and  I 
might  refer  to  other  achievements  in  surgery  antedating  anything  of 
the  sort  in  England ;  so  we  have  not  been  altogether  in  the  wilderness, 
notwithstanding  England  still  thinks  so.  We  have  heard  an  eminent 
and  justly  prominent  teacher  remark  in  an  English  address  that  he 
had  just  returned  from  America,  where  he  had  been  upon  a  mission- 
ary trip.  It  yet  remains  for  him  to  apologize  for  that  statement.  It 
was  not  necessary.  Missionaries  and  pioneers  had  been  here  many 
years  ago,  more  than  a  century  before  he  operated  in  America ;  and 
we  had  at  that  time  a  great  number  of  missionaries,  from  Clinton 
Cushing,  of  San  Francisco,  to  John  Homans,  of  Boston,  and  others 
along  up  the  coast,  doing  missionary  work  before  he  even  thought  of 
coming  to  this  country.  I  am  very  proud  of  American  work  and  of 
the  American  missionaries.  We  have  some  of  them  here  from  beyond 
the  Mississippi,  men  who  have  done  good  missionary  work,  men  who 
have  thirty-three  vertebra,  men  who  will  continue  to  do  missionary 
work. 

As  I  am  about  to  take  my  seat  Dr.  Potter  has  broken  in  on  my 
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modesty  and  asked  me  to  give  some  statistics  in  hysterectomy.  Ban- 
tock's  mortality  has  been  low;  Hegar'a  has  been  low;  Tait's  has  been 
very  low,  31  consecutive  without  a  death ;  Mann's,  of  Buffalo,  has  been 
low,  and  I  might  name  others  that  have  done  good  work  in  supravaginal 
hysterectomy.  Cushing,  of  Boston,  has  had  a  low  mortality.  I  do  not 
know  that  Dr.  McMurtry  has  ever  lost  a  supravaginal  hysterectomy, 
hence  his  mortality  is  nil.  I  have  some  friends  in  Philadelphia  that 
have  done  good  work  ;  the  numbers  are  not  large,  but  the  mortality 
remains  nil.  My  brother,  as  yet,  has  never  lost  a  case.  I  myself  have 
had  70  cases.  I  lost  two  in  my  first  eight,  malignant  and  hopeless 
cases.  It  was  before  I  learned  how  to  exclude  advanced  malignancy. 
Forty-three  consecutive  followed  without  a  death ;  I  lost  the  44th  and 
the  62d ;  no  deaths  since.  I  studied  the  subject  most  carefully,  read 
everything  published  on  it ;  read  every  case  published.  I  made  the 
very  best  possible  mental  picture  of  the  specimen  itself;  its  complica- 
tions, the  method  and  detail,  the  technique,  and  the  finish,  and  I  deter- 
mined in  the  cases  that  followed  to  do  the  very  best  possible  work,  and 
to  live  through  it  and  finish  it  well.  Each  case  taught  me  some 
important  lesson.  It  is  very  curious  how  some  of  my  recent  cases 
made  me  feel  that  I  was  an  infant  in  hysterectomy  work.  For  in- 
stance, I  met  with  a  perfectly  horrible  accident  in  my  44th  case.  I 
felt  that  I  could  and  would  reach  50.  In  my  44th  I  had  a  bladder 
accident,  which  should  not  have  occurred.  I  will  tell  you  how  it 
happened,  that  you  may  all  profit  by  it.  (Illustrates  by  drawing.) 
I  had  multiple  fibroids  pressing  upon  the  bladder.  I  dissected  them 
out,  released  the  capsule,  and  retracted  it,  without  knowing  that  I 
had  the  bladder,  which  extended  well  up  between  two  of  these  small 
fibroids.  She  had  a  suppurating  dermoid  six  years  before  that.  I 
wanted  to  remove  the  appendages  then,  but  at  that  time  I  bore  the 
name  of  a  cutter,  or  something  of  that  kind,  and  she  hesitated  to 
approach  me.  The  fibroid  grew,  and  she  was  on  the  commode  almost 
constantly.  The  section  was  satisfactory  throughout.  I  felt  sure 
when  I  tied  the  last  stitch  that  I  could  not  pick  a  flaw  in  my  opera- 
tion. Thirty -six  hours  after  the  operation,  fearing  for  specific  reasons 
a  suspicious  piece  of  tissue  on  my  tumor — fearing  I  had  wounded  the 
bladder — I  had  her  catheterized.  I  got  a  few  ounces  of  perfectly 
healthy  urine ;  she  in  twenty-six  hours  passed  over  thirty-six  ounces 
of  urine.  About  the  twenty-sixth  hour  she  had  just  a  little  explosion 
of  gas,  felt  something  give  way  in  her  pelvis,  immediately  she  de- 
sired to  micturate,  and  passed  blood  freely.  She  bled  to  death  in 
less  than  two  hours.  From  her  urethra  it  poured  out  in  a  stream. 
I  felt  perfectly  sure  then  that  I  had  captured  a  portion  of  the  bladder, 
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and  it  had  escaped  from  my  clamp,  for  I  had  no  other  solution  except 
that  of  a  ruptured  sinus.  I  found  enormous  sinuses  covering  the  broad 
ligament.  I  thought  perhaps  oue  of  these  sinuses  had  ruptured  in  the 
bladder.  I  did  find  a  varicose  condition,  also  found  a  hole  in  the 
bladder  and  a  very  suspicious  condition  of  these  sinuses.  I  am  satis- 
fied that  the  hemorrhage  was  from  the  bladder  that  escaped  from  my 
clamp,  and  there  was  no  other  cause.  The  bladder  lay  up  between 
those  fibroids,  fixed  by  the  suppuration  of  the  small  dermoid  several 
years  before,  as  it  had  emptied  into  the  bladder  or  bowel,  and  I  had  a 
fixed  bladder  there  pulled  up.  But,  notwithstanding  I  dissected  these 
and  passed  my  clamp  below  them  with  the  greatest  care,  I  captured  a 
portion  of  it.  The  same  accident  has  occurred  to  the  most  prominent 
and  skilful  operators  in  existence.  Mr.  Keith  has  cut  both  ureters  ; 
Bantock  cut  two  ureters ;  Mr.  Tait  cut  the  bladder  in  the  operation 
he  did  in  Albany,  and  the  patient  got  well.  Of  course,  it  distressed 
me  exceedingly,  and  it  does  yet,  as  it  was  the  44th  case,  and  I  fully 
expected  to  succeed.  She  was  a  very  lovely  woman,  and  I  still  feel 
I  should  have  avoided  this  murderous  accident. 


POST-PARTUM  HEMORRHAGE:  ITS  ETIOLOGY 
AND  MANAGEMENT. 


By  AUGUSTUS  P.  CLARKE,  M.D., 

CAMBRIDGE. 


The  physician  who,  having  had  an  extended  practice  in  the 
department  of  obstetrics,  has  had  the  experience  of  a  case 
in  which  every  symptom  seemed  favorable  for  a  happy  and 
speedy  termination  of  labor,  and  then  suddenly  without 
warniug  has  been  confronted  with  a  post-partum  hemorrhage 
which  put  to  the  severest  test  all  the  resources  of  his  art,  his 
past  experience,  and  his  mature  judgment,  will  not  fail  to  regard 
the  subject  of  such  hemorrhage  as  one  at  all  times  worthy  of 
the  highest  consideration.  Among  the  causes  contributing  to 
uterine  hemorrhage  is  the  want  of  tone  in  the  uterine  struc- 
tures. In  every  such  case  careful  inquiry  will  almost  always 
reveal  the  fact  that  an  excessive  development  of  the  vascular 
tissue  has  encroached  upon  the  normal  enlargement  of  the 
muscular  structures,  and  thus  rendered  them  weak,  inefficient, 
and  incapable  of  sustaining  the  shock  incident  to  the  parturient 
process.  Taking  this  view  of  the  subject  here  presented,  the 
hemorrhage  following  the  expulsion  of  the  fetus  will  appear 
to  depend  more  upon  the  abnormal  or  pathological  processes 
than  upon  accidental  or  mechanical  conditions.  This  view 
offers  an  explanation  as  to  the  extreme  difficulty  in  effecting 
or  maintaining  uterine  contraction,  notwithstanding  the  adop- 
tion of  the  most  approved  means  of  accomplishing  it. 

Case  I. — Mrs.  W.,  aged  thirty-two  years,  a  multipara.  Hemorrhage 
occurred  immediately  after  the  birth  of  twins  at  full  term.  The  first  and 
second  stages  of  labor  were  easy  and  natural,  lasting  only  six  hours.  The 
pains,  however,  were  sharp,  brisk,  with  abrupt  endings  and  long  pauses  be- 
tween them.  There  was  no  hemorrhage  until  after  the  birth  of  the  second 
child,  when  the  utero-placental  sinuses  failing  to  contract,  hemorrhage  sud- 
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denly  became  alarming.  The  middle  and  lower  segments  of  the  uterine 
tissue  were  preternaturally  soft  and  flexible.  A  limited  portion  of  the 
fundal  segment,  however,  appeared  somewhat  thicker  and  firmer,  but  the 
severe  strain  imposed  upon  it  during  the  six  hours  of  continuous  labor  so 
much  exhausted  it  that  it  became  impossible  to  bring  it  into  a  state  of  suffi- 
cient and  permanent  contraction.  As  soon  as  the  hemorrhage  became 
alarming  my  friend  Dr.  A.  L.  Norris  arrived. 

For  a  while  it  appeared  that  the  patient  would  be  saved.  Full  doses  of 
ergotine,  of  opiates,  and  stimulants  were  given.  Supra-pubic  pressure  and 
regular  massaging  were  employed,  also  intra-uterine  applications  of  hot 
water,  cold  water,  and  even  ice,  were  tried  ;  and  tampons  filling  the  vagina 
and  the  uterine  cavity  were  also  employed.  These,  instead  of  promoting 
uterine  contractions,  appeared  to  retard  them.  Electricity  was  also  resorted 
to.  Other  methods  of  procedure  were  ventured  upon,  but  they  did  not 
produce  permanent  contraction  or  arrest  of  hemorrhage.  The  patient 
speedily  sank  and  died  from  the  effect  of  the  profuse  hemorrhage. 

Case  II. — Mrs.  B,.,  aged  thirty-four  years,  also  a  multipara  ;  the  first  and 
second  stages  of  labor  were  not  unnatural,  except  each  pain  appeared  marked 
by  acute  beginning  with  an  abrupt  ending  and  a  pause  noticeably  long 
before  the  occurrence  of  another  pain.  As  soon,  however,  as  the  pla- 
centa began  to  descend,  a  most  profuse  and  alarming  hemorrhage  ensued ; 
the  patient  quickly  fainted  and  had  an  ashen,  deathly  paleness.  Every 
effort  was  made  for  her  relief ;  she  died  within  twenty  minutes  from  the 
first  occurrence  of  the  hemorrhage.  At  the  autopsy,  the  vascular  struc- 
tures of  the  uterus  were  found  unusually  developed,  while  the  muscular 
portions  were  weak  and  soft,  and  in  many  places  showed  only  a  rudimentary 
or  a  partially  developed  condition. 

These  two  cases  occurred  in  my  earlier  practice ;  since 
then  I  have  been  on  careful  watch  for  unusual  occurrences 
and  surprises,  but  have  scarcely  met  with  a  case  presenting 
such  peculiar  pathological  conditions  of  uterine  development. 
Undoubtedly,  in  a  large  percentage  of  the  cases  an  atonic  con- 
dition of  the  uterus  exercises  a  most  influential  part  in  in- 
ducing post-partum  hemorrhage.  In  all  such  cases  there  must 
be  what  the  old  masters  used  to  term  want  of  irritability  and 
contractility  in  the  muscular  tissue  of  that  organ.  Excessive 
engorgement  of  the  uterine  vessels  is  often  attendant  on  a 
deficiency  of  growth  and  of  expansion  of  the  normal  textures 
during  gestation.  There  is  always  a  complex  interlacing  of 
the  oblique  fibres  of  the  middle  layer  of  the  uterine  muscular 
coat.  This  intermediate  layer  is  essentially  formed  of  flat 
bundles  of  transverse  muscular  fibres,  also  of  longitudinal  and 
oblique  ones.    In  the  midst  of  these  are  plexuses  of  large 


272 


AUGUSTUS   P.  CLARKE, 


veins.  The  veins  through  the  medium  of  the  capillaries  are 
in  direct  communication  with  arteries  and  arterioles.  The 
longitudinal  fibres  of  the  external  and  internal  portions  during 
pregnancy  are  at  best  but  exceedingly  thin  and  slender.  The 
transverse  fibres  of  these  two  layers  are  somewhat  thicker  and 
stronger  but  are  largely  distributed  toward  the  Fallopian  tubes 
and  their  immediate  vicinity,  and  also  toward  the  uterine 
cervix.  Unfortunately,  however,  they  do  not  afford  much 
direct  support  to  the  central  portions  of  the  uterus. 

In  the  cases  in  which  the  uterine  vascular  tissue  is  preter- 
natu rally  developed,  and  in  which  the  mucous  glands  and 
follicles  are  much  increased,  the  evolution  of  the  central 
planes  of  the  muscular  structures  becomes  encroached  upon. 
They,  therefore,  present  but  a  deficient  and  feeble  develop- 
ment.' Indeed,  all  the  elementary  cells  entering  into  the  forma- 
tion of  the  muscular  coat  become  more  fusiform,  their  oval 
nuclei  do  not  have  the  requisite  length ;  the  fibre-cells  appear 
but  partially  formed  or  immature,  and  their  whole  structure 
microscopically  becomes  commingled  with  abnormal  or  per- 
verted tissues  of  an  adventitious  character.  A  case  illustrating 
in  some  measure  deficient  development  of  the  central  uterine 
muscular  tissue  occurred  recently  in  my  practice  : 

C\se  III.— Mrs.  0.,  aged  twenty-one  years;  second  labor.  The  history 
of  the  patient  showed  that  during  her  first  confinement,  which  was  also  at 
full  term,  there  was  troublesome  post-partum  hemorrhage.  At  the  time 
I  was  called  I  found  that  the  os  and  cervix  had  undergone  dilatation,  and 
that  the  head  of  the  fetus  had  entered  the  pelvic  brim.  The  presen- 
tation was  occipitoanterior.  Finding  that  pains  were  becoming  inefficient 
and  that  the  equatorial  segments  of  the  uterine  structures  were  thin, 
soft,  and  incapable  of  sustaining  prolonged  efforts  at  propulsion,  I  adminis- 
tered ether  and  effected  delivery  by  the  application  of  the  long  forceps. 
Gentle  pressure  and  methodical  massaging  of  the  fundal  portions  aided  in 
accomplishing  easy  and  safe  expulsion  of  the  secundines.  The  vessels  of 
the  fundus  were  large  and  tortuous.  The  funis  was  above  the  normal  size, 
but  its  length  scarcely  exceeded  seventeen  inches.  Hemorrhage  soon  followed, 
necessitating  continued  pressure  over  the  fundus  uteri,  and  the  application 
of  a  firm  bandage,  and  the  introduction  of  intra-utenne  tampons  of  iodoform 
gauze  and  wool.  The  central  uterine  walls,  anteriorly,  were  found  to  be  thin 
and  distended.  They  were  similar  in  deficiency  of  development  to  the  tissues 
found  in  a  case  of  a  woman  to  which  I  was  hurriedly  called,  who  had  sus- 
tained spontaneous  rupture  of  the  uterus  in  labor.    The  hemorrhage,  at  the 
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time,  was  controlled.  Some  ten  hours  later  the  uterine  walls  relaxed  and  a 
brisk  hemorrhage  ensued.  A  resort  to  the  same  means  for  controlling  the 
hemorrhage  finally  checked  it  altogether. 

In  this  connection  I  might  incidentally  remark  that  in  some 
cases  of  uterine  inertia,  and  also  in  postpartum  hemorrhage, 
forcible  compression  or  friction  for  aiding  in  the  accomplish- 
ment of  more  active  uterine  contraction  may  be  attended  with 
serious  results.  A  resort  to  such  vigorous  measures  may 
lacerate  or  rupture  the  attenuated  muscular  planes  and  the 
plexuses  of  veins  and  arteries  with  which  they  are  often  so 
plentifully  interlaced.  The  site  or  location  of  the  placental 
attachment  exercises  an  influence  in  restraining  or  in  produc- 
ing hemorrhage.  If  the  attachment  is  at  the  fundus,  the 
hemorrhage  may  be  but  trifling.  Sometimes  ectasis  of  the 
fundal  vessels,  sometimes  certain  lesions,  and  sometimes  solid 
edema  of  the  parts  induced  by  perverted  secretion  or  by  in- 
flammatory changes  may  prevent  immediate  contraction,  and 
thus  give  rise  to  troublesome  or  profuse  hemorrhage.  When 
the  attachment  is  at  the  fundal  segment  and  the  structures  in 
the  vicinity  are  otherwise  normal,  there  may  be  immediate  and 
permanent  closure  of  all  the  sinuses  with  scarcely  any  loss  of 
blood.  If  the  attachment  is  at  the  lower  uterine  segment,  the 
thick  and  unyielding  condition  of  the  textures  induced  by  in- 
flammatory and  other  changes  incident  to  the  cervical  portion, 
may  materially  interfere  with  the  tonic  contraction  necessary 
to  prevent  occurrence  of  hemorrhage  at  this  part.  The  size 
of  the  placenta  and  its  area  of  attachment  are  not  unimportant 
factors  for  consideration  in  post-partum  hemorrhage. 

A  placenta  may  be  thick  and  bulky  and  yet  its  diameter  may 
scarcely  attain  to  that  of  a  normal  one.  In  such  a  case  the 
expulsion  of  the  placenta  may  follow  almost  immediately  on 
the  birth  of  the  fetus  without  the  occurrence  of  excessive 
hemorrhage.  In  another  case  the  depth  of  the  placenta  may 
be  much  less  than  normal  and  yet  its  area  of  attachment  may 
be  very  extended.  In  such  a  case,  to  which  I  was  once  called, 
the  placenta  appeared  as  flat  as  a  pancake ;  its  vessels  appeared 
small  and  insignificant,  yet  the  uterine  sinuses  were  so  open, 
distended,  and  deep,  that  the  normal  uterine  contractions 
exercised  over  them  for  some  time  only  partial  control.  In 
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addition  to  the  normal  features  of  the  placenta,  there  may  be 
a  proliferation  of  the  placental  vessels,  constituting  an  extra 
or  supplementary  lobe.  The  retention  of  such  a  mass  even 
after  the  placenta  has  been  expelled,  may  give  rise  to  profuse 
hemorrhage.  I  have  notes  of  a  case  to  which  I  was  once 
hurriedly  called,  in  which  there  had  been  only  a  partial  separ- 
ation and  expulsion  of  the  placenta.  On  collecting  the  de- 
tached parts  that  had  been  expelled,  and  washing  and  placing 
them  on  a  clean  surface,  it  was  discovered  that  the  placenta 
was  cotyledonous;  that  is,  the  several  cotyledons  appearing  on 
the  uterine  surface  were  continuous  through  the  mass  of  the 
placenta  to  its  fetal  surface.  The  medium  or  union  of  con- 
nection between  the  several  lobes  was  very  fragile.  It  was 
found  necessary  to  administer  again  an  anesthetic  and  to  em- 
ploy the  curette  in  accomplishing  the  removal  of  the  retained 
portions  of  the  placental  mass.  After  that  there  was  no  further 
troublesome  hemorrhage.  Undue  length  of  the  funis  may  be 
productive  of  post-partum  hemorrhage.  In  the  case  in  which 
hemorrhage  from  this  cause  occurs,  the  funis  is  usually  found 
coiled  about  the  neck,  body,  or  about  one  or  more  of  the  fetal 
extremities. 

Case  IV. — Not  long  since  I  was  called  in  consultation  where  there  had 
been  some  hemorrhage  and  a  peculiar  sensation  at  the  anterior  and  fundal 
portions  of  the  uterus.  The  cervix  was  well  dilated  and  the  head  of  the 
child  had  eDtered  the  pelvic  brim,  but  made  no  further  descent.  Forceps 
was  applied.  As  soon  as  the  child  emerged  from  the  vulva  the  placenta 
followed.  The  funis  was  found  coiled  round  the  neck  and  body  of  the  child, 
leaving  less  than  ten  inches  of  the  funis  free  between  the  child  and  the 
centre  of  the  placental  mass.  The  most  remarkable  thing  about  the  case 
was  that  there  was  a  knot  in  the  fuuis  seven  inches  from  the  umbili- 
cus. The  knot  was  not  tight ;  respiration  was  established  before  the  knot 
tightened  so  as  to  arrest  circulation.  The  hemorrhage  which  followed  was 
profuse ;  the  patient  suddenly  became  pale  and  fainted.  By  the  use  of 
nitrite  of  ainyl,  tincture  of  opium,  stimulants,  supra-pubic  pressure,  and  of 
a  firm  binder,  and  the  intra-uterine  irrigation  of  hot  and  cold  water,  the 
hemorrhage  was  brought  under  control. 

The  cause  of  the  hemorrhage  was  evidently  a  too  rapid 
separation  and  expulsion  of  the  placenta  from  the  undue 
shortness  of  the  disengaged  section  of  the  cord. 

Other  factors  sufficient  to  give  rise  to  hemorrhage  might 
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be  here  enumerated.  Post-partum  hemorrhage  may  be  de- 
pendent upon  some  form  of  laceration  extending  into  the 
vaginal  or  vulval  canal.  In  one  case  to  which  I  was  called,  I 
found  a  laceration  extending  to  the  upper  portion  of  the  vulva, 
including  the  artery  at  the  base  of  the  clitoris.  The  applica- 
tion of  aseptic  animal  sutures  to  the  torn  structures  effectually 
arrested  the  hemorrhage.  The  presence  of  uterine  fibroids  or 
morbid  growths  may  be  an  exciting  cause  of  hemorrhage. 
Retained  placenta  from  adhesions  between  the  serous  and  mus- 
cular coats  of  the  uterus,  either  in  whole  or  in  part,  may  give 
rise  to  profuse  hemorrhage.  So,  also,  may  placenta  previa, 
whether  it  be  of  central  or  marginal  implantation.  The  same 
is  true  in  cases  of  retention  of  the  placenta  after  abortion  oc- 
curring at  any  period  of  utero-gestation.  Irregular  or  hour- 
glass contraction  of  the  uterus  may  be  a  prolific  source  of 
post-partum  hemorrhage.  The  late  Dr.  Fordyce  Barker1 
mentioned  cardiac  disease  as  prominent  among  the  causes. 
He,  therefore,  expressed  his  preference  for  chloroform  in 
obstetric  practice. 

There  can  be  no  question  that  not  only  chloroform,  but  also 
sulphuric  ether,  is  capable  of  conserving  the  nerve  force  and 
of  preventing  exhaustion  and  uterine  inertia.  There  is,  I 
believe,  still  much  misapprehension  on  the  part  of  some  ac- 
coucheurs in  reference  to  the  advisability  of  using  anesthetics 
in  cases  in  which  there  are  affections  of  the  heart,  lungs,  and 
of  other  important  organs.  My  own  experience  and  observa- 
tion when  anesthetics  are  judiciously  used,  fully  justify  me  in 
making  the  statement  that  they  are  of  incalculable  benefit  in 
lessening  many  of  the  dangers  incident  to  the  parturient  pro- 
cess, and  particularly  in  cases  of  uterine  inertia  dependent  on 
the  exhaustion  of  the  system  generally.  In  cases  of  advanced 
or  serious  renal  affection,  chloroform  may  be  the  safer  of  the 
two  anesthetics. 

On  this  point,  however,  I  will  not  enter  into  a  further  dis- 
cussion, for  I  am  not  unaware  that  I  have  already  ventured  to 
walk  upon  that  forbidden  ground  from  which  "  I  would  fain 
keep  aloof."    Atony  and  deficiency  of  the  uterine  muscular 
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tissue  are  likely  to  occur  in  women  who  have  borne  several 
children.  Frequent  dilatation  and  expansion  of  the  uterine 
walls  interfere  with  the  normal  nutrition  of  the  muscular 
fibres,  rendering  them  weak  and  susceptible  of  being  easily 
overcome  by  the  parturient  process,  especially  in  cases  of 
lingering  labor,  or  in  cases  in  which  instrumental  interference 
has  been  too  long  deferred.  I  have  been  called  to  cases  of 
excessive  hemorrhage  which  appeared  to  be  due  solely  to 
coagula  or  to  fibrinous  masses  of  blood  which  had  not  been 
expelled  but  had  been  allowed  to  remain.  Notwithstanding 
there  may  have  been  a  preternatural  activity  of  some  of  the 
uterine  fibres,  hemorrhage  has  followed  and  has  been  the 
source  of  much  alarm.  In  every  such  case,  after  the  removal 
of  the  retained  clots,  hemorrhage  has  ceased,  the  cavity  of  the 
uterus  closed,  and  the  patient  has  been  relieved  of  the  dis- 
tressing symptoms.  It  is,  indeed,  surprising  to  observe  how 
much  disturbance  and  even  ultimate  mischief  a  few  small 
coagula  may  occasion,  and  what  marked,  sudden,  and  per- 
manent relief  may  be  afforded  by  their  thorough  removal. 

Post-partum  hemorrhage  is  especially  apt  to  occur  in  cases  of 
women  who  are  of  "  relaxed  habit,"  or  in  those  who  belong 
to  that  class  of  persons  termed  "bleeders."  Mrs.  W.  and  also 
Mrs.  R.,  who  died  of  uterine  hemorrhage,  as  mentioned  in  this 
paper,  had  the  history  of  belonging  to  this  class.  Mrs.  W. 
had  suffered  in  her  previous  labors  from  hemorrhage  ;  her 
mother  had  frequently  suffered  from  hemorrhage.  The  same 
was  true  in  regard  to  Mrs.  R. 

In  the  Boston  Medical  and  Surgical  Journal,1  Dr.  Horace 
Thurston  reports  a  case  of  post-partum  hemorrhage,  in  which 
the  patient  died  in  forty-five  minutes  from  the  attack.  In  her 
first  confinement,  twenty  months  previous,  she  narrowly 
escaped  with  her  life  from  flooding.  Her  mother  suffered  from 
excessive  flooding  in  seven  successive  labors,  and  was  barely 
saved  from  the  exhaustion  due  to  loss  of  blood  occurring  in 
one  of  them. 

Locations  of  great  altitude  are  sometimes  the  exciting  or 
predisposing  cause  of  hemorrhage.  A  friend  of  mine  who  has 
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had  an  extended  practice  in  obstetrics  in  a  section  of  the  high 
tablelands  of  this  country,  has  noticed  this  peculiarity.  In 
India  post-partum  hemorrhage  is  of  more  frequent  occurrence, 
it  is  said,  than  in  England.  Another  cause  of  hemorrhage 
after  the  expulsion'  of  the  placenta,  is  the  speedy  occurrence 
of  the  birth  of  the  fetus  after  the  rupture  of  the  membranes 
and  evacuation  of  the  liquor  amnii. 

For  a  prophylactic  against  the  occurrence  of  hemorrhage,  it 
is  safe  to  encourage  the  evacuation  of  the  waters  before  the 
final  expulsion  of  the  child  through  the  vulval  or  vaginal  out- 
let. Pressure  or  support  over  the  fundal  uterine  segment  as 
the  child  recedes  from  it,  will  greatly  aid  in  keeping  up  con- 
tinuous or  regular  uterine  contraction,  and  thus  lessen  the 
risks  of  the  occurrence  of  severe  hemorrhage.  The  adminis- 
tration of  ergotine  and  ergotinine  will  assist  in  reestablishing 
normal  contraction.  Hypodermatic  injections  of  ergotinine 
should  be  used  after  the  expulsion  of  the  placenta.  As  a  pro- 
phylactic in  cases  of  anticipated  hemorrhage,  it  may  be  used 
before  the  placenta  has  been  expelled.  When  used  hypoder- 
matically  its  physiological  action  is  often  speedily  and  per- 
manently manifested.  The  administration  of  ergot  or  even 
ergotinine  is  more  satisfactory  in  the  milder  class  of  cases. 
In  cases  in  which  hemorrhage  is  profuse,  intra-uterine  injec- 
tions will  be  of  most  material  service.  In  persons  of  full  or 
plethoric  habit  cold  water  may  be  employed;  in  those  who 
suffer  from  nervous  affections  or  who  are  chilly,  water  from 
115°  F.  to  125°  F.  is  to  be  preferred.  In  some  cases  the  alter- 
nation from  hot  to  cold  water  will  be  most  beneficial.  In  two 
cases,  at  least,  by  this  method  I  am  confident  of  having  saved 
life.  Doubtless,  when  hemorrhage  is  arrested  by  such  employ- 
ment of  hot  water,  it  is  owing  to  the  formation  of  thrombi 
more  or  less  extended  into  the  vascular  tissues  on  the  uterine 
surface.  The  employment  of  cold  has  a  reflex  action ;  it  gives 
a  toning  effect  to  all  the  tissues ;  it  facilitates  the  constriction 
of  the  muscular  coat  of  the  dilated  vessels. 

Caffeine  is  an  agent  of  great  benefit  in  uterine  hemorrhage 
I  have  used  it  in  connection  with  benzoate  of  soda  and  distilled 
or  pure  water.  This  may  be  used  hypodermatically.  Dilute 
acetic  acid  and  also  common  vinegar  are  useful  when  employed 
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externally  over  the  abdomen,  in  stimulating  to  action  the 
nervules,  and  in  hastening  contraction  of  the  arterioles. 
Stimulants  should  always  be  at  hand.  The  application  of 
some  form  of  electricity  will  aid  in  some  measure  in  promoting 
contraction  of  the  uterine  muscular  fibres. 

In  cases  in  which  hemorrhage  is  anticipated,  the  early 
administration  of  quinine  may  in  a  large  measure  serve  to 
keep  the  hemorrhage  under  control.  The  occurrence  of  cer- 
tain pains  may,  as  already  stated,  lead  us  to  anticipate  post- 
partum hemorrhage.  If  the  pains  are  acute  and  brisk,  with 
abrupt  ending,  and  followed  by  unusually  long  pauses,  we  may 
infer  that  there  is  a  deficiency  of  nerve  force.  This  may  lead 
to  atony  of  the  muscular  structures  and  to  failure  to  effect 
contraction  of  the  uterus  and  closure  of  the  utero-placental 
vessels.  Dr.  F.  H.  Davenport1  reports  a  case  in  which  he  at- 
tributes the  less  profuse  post-partum  hemorrhage  to  the  use  of 
quinine  two  and  three  hours  before  the  birth,  ergot  as  soon  as 
the  os  was  fully  dilated,  and  the  alternate  application  of  heat 
and  cold  to  the  uterus.  In  each  of  the  patient's  two  previous 
confinements,  according  to  her  history,  she  came  near  dying 
of  uterine  hemorrhage.  In  cases  in  which  hemorrhage  pro- 
ceeds from  the  lower  section  of  the  uterus,  or  from  the  upper 
portion  of  the  cervix,  the  application  of  iodoform  wool  and 
gauze  and  of  styptics  or  of  iodine,  will  be  of  service.  I  have 
great  confidence  in  the  employment  of  nitrite  of  amyl ;  it  is 
an  arterial  and  cardiac  stimulant  of  the  most  extraordinary 
power. 

Another  method  for  consideration  is  the  resort  to  intra- 
venous injection  or  transfusion.  The  advisability  of  its  em- 
ployment and  the  dangers  attending  its  use,  are  matters  for 
determination  in  each  individual  case. 

I  might  here  add,  that  resort  to  alcoholic  intra-venous  injec- 
tions for  their  dynamic  or  tension  effect  will  often  be  found 
most  beneficial.  My  early  experience  with  the  employment  of 
intra-venous  injections  was  in  cases  of  epidemic  Asiatic 
cholera,  and  in  cases  of  great  hemorrhage  from  gunshot 
wounds  occurring  during  an  extended  service  in  the  late  war 
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of  the  Rebellion.  My  later  experience  favors  adoption  of  the 
method  of  hypodermatic  injection  or  transfusion  of  spiritous 
saline  solutions.  This  method,  which  is  applicable  in  other 
cases  in  which  there  has  been  great  loss  of  blood,  is  more  con- 
venient, is  safer  and  is  more  likely  to  be  followed  by  favor- 
able results. 

Other  methods  adopted  for  controlling  hemorrhage  have  been 
found  in  tamponading  the  vagina  and  cervix,  in  the  employ- 
ment of  elastic  pressure,  in  the  use  of  ether  spray  externally, 
in  full  doses  of  opiates  and  in  the  use  of  stimulants,  in  the 
local  use  of  injections  of  iron  alum,  of  perchloride  of  iron,  in 
the  administration  of  emetics  to  excite  vomiting  that  through 
the  vascular  sympathy  between  the  uterus  and  the  stomach 
there  may  be  set  up  firm  uterine  contraction.  Some  recom- 
mend for  overcoming  hemorrhage  to  put  the  child  to  the 
breast  at  the  earliest  moment.  My  own  experience  is  particu- 
larly favorable  to  this  last-mentioned  practice. 

Compression  of  the  abdominal  aorta  may  be  tried.  This 
may,  in  some  measure,  for  a  short  time,  give  us  control  over 
the  hemorrhage  by  saving  the  last  of  the  vital  current  which 
would  otherwise  flow  out.  By  this  means  we  may  be  enabled 
ultimately  to  save  the  patient  when  all  other  means  have  failed 
us.  For  the  approval  of  this  procedure  we  have  the  high 
authority  of  Barnes,  Churchill,  Caseau,  Chailly,  and  of  Simp- 
son, as  well  as  many  of  the  older  writers,  including  French 
and  German  authors.  Ploucquet  and  Saxtorph  were  advocates 
of  this  practice.  My  teacher,  the  late  Dr.  D.  Humphreys 
Storer,  used  to  emphasize  the  importance  of  making  compres- 
sion of  the  abdominal  aorta  in  the  final  endeavor  to  prevent 
such  loss  of  blood. 


SOME  OF  THE  DANGERS  INCIDENT  TO  DELAY  IN 
OPERATING  FOR  UTERINE  MYOMATA. 


By  I.  S.  STONE,  M.D., 

WASHINGTON. 


The  purpose  of  this  paper  is  to  urge  early  removal  of  uterine 
myomata  found  growing  in  the  abdominal  cavity.  I  do  not 
wish  to  discuss  the  propriety  of  oophorectomy  for  myoma,  save 
to  mention  its  inutility,  and,  when  mention  is  made  of  myo- 
mata or  fibroids,  I  wish  to  be  understood  as  referring  to  those 
which  are  large  enough  to  be  recognized  by  the  examiner  and 
which  resist  all  safe  treatment  intended  for  their  arrest.  In 
discussing  this  subject  we  are  brought  vis  a  vis  with  the  fact, 
now  becoming  daily  more  apparent,  that  oophorectomy  does 
not  always  secure  the  results  hoped  for.  It  is  far  from  being 
as  successful  in  all  hands  as  in  those  of  Mr.  Lawson  Tait,  and, 
unless  done  very  early  in  the  formation  of  the  growth,  does 
not  give  the  promised  relief,  nor  is  it  an  operation  of  easy 
execution.  Perhaps  all  operators  agree  that  diseased  uterine 
appendages  are  frequently  found  in  connection  with  fibroid 
tumors  of  the  uterus,  and  even  with  the  growth  out  of  the 
abdominal  cavity  it  is  not  easy  to  remove  the  diseased  organs. 
Again,  oophorectomy  does  not  always  produce  the  menopause 
nor  check  hemorrhage,  neither  are  fibroid  growths  always 
reduced  in  size  by  it — several  observers  agreeing  that  myo- 
mata continue  to  grow  after  the  operation,  and  that,  conse- 
quently, the  operation  is  often  a  failure. 

It  appears,  therefore,  evident  that  supra-vaginal  myomectomy 
must  continue  to  grow  in  favor.  When  a  patient  becomes 
suddenly  aware  of  the  presence  of  a  tumor,  it  has  been  my 
observation  that  she  desires  its  removal.  She  does  not  at  first 
consider  how  it  may  be  rendered  harmless,  but  rather  how  it 
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'Can  be  gotten  rid  of  with  safety.  These  patients  are  generally, 
however,  confronted  with  the  old  idea  as  emphasized  by 
Emmet,  that  "  no  surgeon  is  justified  in  attempting  to  remove 
the  uterus  for  the  growth  of  a  fibroid  tumor,  except  as  a  forlorn 
hope;"  and  even  Barnes  says  "there  is  little  ground  for 
enthusiastic  advocacy  of  the  practice.  The  case  may  be 
summed  up  by  stating  that  the  question  is  ad  hoe  sub  judice." 
Thomas  (5th  edition)  quotes  the  above,  and  well  says  :  "And 
yet  this  adverse  inclination  in  the  professional  mind  is  no  more 
marked  than  it  was  a  quarter  of  a  century  ago  with  reference 
to  ovariotomy,  the  crowning  glory  of  gynecological  surgery." 

The  patient  does  not  urge  the  removal  of  the  growth  at  any 
time,  if  she  learns  through  her  physician  the  results  of  surgery 
done  as  a  "  forlorn  hope."  The  chief  consideration  influencing 
the  mind  of  the  patient  and  the  conscientious  physician  is, 
"  With  what  degree  of  danger  does  the  growth  remain  ? " 
"  What  danger  will  be  encountered  by  its  early  removal?" 
If  the  patient  is  assured  that  grave  danger  attends  its  removal, 
and  that  it  may  eventually  cease  growing ;  that  remedies — 
electricity,  etc. — may  cause  it  to  disappear,  it  is  not  surprising 
that  she  should  gladly  accept  the  hope  of  relief  if  it  may  be 
obtained  without  resort  to  the  knife.  But  he  who  promises  to 
secure  relief  from  symptoms,  or  innocuousness  of  the  growth, 
should  at  once  inform  the  patient  that  at  the  present  time  elec- 
tricity and  other  remedies  are  not  fulfilling  the  expectations  of 
their  enthusiastic  advocates,  and  he  should  be  very  sure  to  say 
that,  if  the  operation  is  done  at  all,  it  should  be  one  of  election. 
I  personally  feel  the  responsibility  a  great  one,  to  advise  a 
policy  of  delay  in  these  cases.  It  often  means,  instead  of  a 
simple  operation,  one  of  the  most  formidable  known  to  surgery. 

The  discomfort  felt  by  patients  first  attracts  their  attention, 
and  serves  as  a  reminder  of  an  importance  of  the  investigation 
of  the  symptoms.  Patients  will  often  even  hesitate  and  post- 
pone consultatiou  with  their  medical  adviser.  Then,  in  view 
of  the  query,  Can  the  growth  remain,  or  be  removed  with 
safety?  let  us  look  at  some  of  the  facts.  We  assume  then  an 
abdominal  tumor  has  been  diagnosticated.  It  is  believed  to 
be  subperitoneal  or  interstitial  in  character.  It  is  growing.  If 
small,  it  is  not  giving  rise  to  great  pain.    It  is,  however, 
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causing  mental  distress  and  anxiety.  Serious  complications 
have  not  yet  occurred.  ~No  adhesions  to  pelvic  or  abdominal 
viscera  have  as  yet  been  formed.  It  is  expected  that  these 
complications  will  arise,  if  operation  is  postponed.  The 
growth  i8  at  first  simple  in  character  and  attachments.  It 
may  become  multiple,  and  involve  every  organ  and  tissue  in 
the  abdominal  cavity.  It  is  at  first  benign,  and  may  afterward 
become  malignant  or  fibro-cystic,  or  even  gangrenous.  All 
adjoining  organs  are  subjected  to  the  same  or  greater  dangers 
from  pressure,  as  in  ovarian  cysts.  In  fact,  almost  every  argu- 
ment in  favor  of  removal  of  ovarian  cysts  can  with  propriety 
be  used  in  favor  of  early  hysterectomy  for  fibroids.  On  the 
other  hand,  it  is  worthy  of  mention  that,  even  in  some  cases 
where  the  operation  has  been  long  postponed,  the  growth  may 
have  a  very  slender  pedicle  and  be  easily  disposed  of. 

I  forbear  to  mention  at  great  length  the  many  difficulties 
that  may  embarrass  the  surgeon,  in  attempting  the  removal 
of  a  myoma  which  has  gone  the  round  of  treatment  for  perhaps 
many  years.  The  pain  and  serious  symptoms  demanding 
relief  almost  surely  are  explained  when  the  abdomen  is 
opened.  The  adhesions  to  omentum,  intestines,  stomach, 
liver,  and,  in  fact,  to  all  abdominal  and  pelvic  organs,  make  us 
marvel  at  the  faith  of  those  who  promise  a  "  disappearance  " 
after  a  few  weeks'  or  months'  medication  or  electricity.  We 
occasionally  find  the  omentum  with  numerous  veins  like  intes- 
tines in  appearance,  only  darker,  which  are  supplied  with  their 
blood  through  the  adhesions  to  the  capsule  of  the  tumor. 
These  require  very  careful  separation  and  ligation,  as  they 
have  very  thin  walls.  The  intestinal  adhesions  in  some  cases 
require,  not  merely  separation  of  bowel  from  capsule,  but 
extensive  separation  and  stripping  of  the  capsule  itself  from 
the  tumor,  as  the  former  action  would  be  impossible  of  com- 
pletion. In  one  case  the  writer  found  a  large  myoma  adherent 
only  to  the  uterus  by  one  long,  round,  slender  pedicle,  the  size 
of  the  little  finger,  while  the  main  attachment  was  to  the  lower 
and  posterior  surface  of  the  broad  ligament,  having  a  base  as 
large  as  the  wrist.  This  tumor  was  parasitic,  and  the  uterus, 
ovaries,  and  tubes  were  all  perfectly  free  from  disease. 

The  improbability  of  influencing  such  growths  by  an  elec- 
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trode  in  the  uterus  or  vagiua  is  at  once  apparent.  These 
difficult  cases  should  serve  to  encourage  surgeons  to  undertake 
them  at  an  earlier  period,  and  especially  as  the  mortality  must 
continue  high  so  long  as  only  "  forlorn  hope "  cases  are 
attacked. 

Ovariotomy  has  been  called  the  crowning  glory  of  abdom- 
inal surgery,  yet  it  has  come  to  us  through  many  vicissitudes, 
the  chief  of  which  was  a  large  mortality — greater  than  now 
stands  in  the  way  of  supravaginal  hysterectomy.  McDowell 
lost  5  of  13  ovariotomies — 38.6  per  cent.  Clay,  of  Manchester, 
prior  to  1850,  lost  12  out  of  33 — 36.3  per  cent.;  while  Sir 
Spencer  Wells  lost  34  out  of  his  first  100  cases.  But,  since 
the  dawn  of  aseptic  surgery,  we  are  enabled  to  do  the  graver 
operation — hysterectomy — with  a  lower  mortality  than  that 
which  but  recently  followed  ovariotomy  ;  in  some  hands  even 
less  than  5  per  cent,  has  been  attained.  Therefore,  it  is  but 
fair  to  claim  in  the  near  future  a  better  rank  for  this  opera- 
tion, and  to  expect  a  better  public  sentiment  to  sustain  those 
who  urge  its  performance. 


THE  TREATMENT  OF  MINOR  LACERATIONS 
OF  THE  FEMALE  PERINEUM. 


By  GEORGE  R.  SHEPHERD,  M.D., 

HARTFORD. 


Much  has  been  written  and  many  comments  made  on  the 
need  of  keeping  the  female  perineum  intact  at  the  time  of 
labor,  and  it  may  seem  superfluous  to  add  anything  at  the 
present  time  to  the  already  abundant  literature  upon  this  sub- 
ject. Nevertheless,  I  am  convinced,  from  a  somewhat  exten- 
sive observation  of  obstetrical  proceedings  during  the  past 
twenty-five  years,  that  there  are  some  points  not  sufficiently 
appreciated  by  practitioners  in  general,  or  if  appreciated  theo- 
retically, they  are  not  practically  observed  in  the  discharge  of 
their  duties  as  accoucheurs. 

When  a  physician  is  so  unfortunate  as  to  meet  with  a  lacera- 
tion of  the  perineum  extending  to  or  through  the  sphincter 
there  is  no  doubt  that  in  the  great  majority  of  instances  he 
immediately  introduces  a  sufficient  number  of  stitches  and 
brings  the  parts  into  apposition  in  a  proper  manner;  or,  if  the 
exigencies  of  the  case  are  such  that  these  immediate  measures 
are  believed  to  be  unadvisable,  he  recognizes  the  fact  that  at 
the  first  opportune  moment  an  operation  should  be  performed 
for  the  restoration  of  the  perineal  body,  and  acquaints  his 
patient  with  the  importance  of  its  being  attended  to.  Cer- 
tainly, such  a  course  as  this  will  be  the  one  adopted  by  almost 
every  man  who  has  graduated  from  any  of  our  medical  col- 
leges within  the  past  decade  or  two.  But  when,  on  the  con- 
trary, the  laceration  is  a  slight  one,  extending  through  the 
vulva  and  only  part  way  through  the  perineal  body  toward  the 
sphincter,  I  have  good  reason  to  believe  that  the  course  pur- 
sued is  generally  very  different.   The  patient  is  told  either  that 
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there  is  no  injury  or  that  the  injury  is  insignificant,  and  that 
Nature  is  abundantly  competent  to  care  for  it;  and,  while  a 
few  may  place  a  bandage  about  the  knees  for  a  day  or  two,  the 
great  majority  do  nothing  at  all,  and  the  patient  in  due  time 
gets  about  her  family  duties  with  no  thought  of  there  being 
any  unnatural  condition  of  things  until,  later  on  in  life,  she  finds 
herself  suffering  from  troubles  resulting  therefrom.  Then  she 
finds,  all  too  late,  that  the  trusted  physician  in  whom  she  con- 
fided and  whose  comforting  assurances  have  lived  in  her  recol- 
lection ever  since  their  utterance,  was  negligent  and  unfaithful 
to  his  trust. 

What  I  desire,  then,  is  to  call  the  attention  of  this  Associa- 
tion, and  practitioners  in  general,  to  the  need  of  greater  care 
in  the  treatment  of  these  minor  lacerations,  and  to  offer  a  few 
suggestions  as  to  a  ready  method  of  fulfilling  the  conditions 
presented. 

I  am  constantly  being  consulted  by  patients  suffering  from 
procidentia  uteri  where  the  original  laceration  of  the  perineum 
was  comparatively  slight,  and  yet  no  other  cause  for  the  pro- 
lapsus exists.  In  these  cases  the  tear  seems  to  have  so  com- 
pletely demoralized  the  perineal  body  that  its  tissues  have 
atrophied,  and  the  result  has  been  as  serious  as  though  the 
first  injury  had  been  completely  through  to  the  sphincter.  My 
experience  leads  me  to  the  conclusion  that  any  injury  to  the 
fused  mass  of  muscle  and  tendon,  known  as  the  perineal  body, 
is  liable  to  be  followed  by  similar  results  if  it  is  not  restored 
to  its  original  condition,  and  hence  I  would  lay  it  down  as  a 
fundamental  precept,  that  no  laceration  of  the  perineal  body, 
however  slight,  should  be  allowed  to  pass  without  surgical 
treatment.  There  exists,  I  fear,  in  the  minds  of  many  prac- 
titioners a  painful  ignorance  as  to  what  constitutes  the  perineal 
body,  and  just  where  it  is  located,  and  it  will  be  difficult  for 
such  persons  to  tell  whether  the  tear  found  in  the  perineum 
after  the  birth  of  a  child  extends  into  this  structure  or  not.  It 
is  desirable,  therefore,  to  formulate  some  rule  that  will  be 
applicable  to  all  cases;  consequently,  we  may  change  the 
wording  of  our  above-mentioned  precept  and  present  it  as 
follows :  "  Whenever,  after  confinement,  the  perineum  is  fohnd  to, 
measure  less  than  one  and  one-half  inches  between  the  anal  and  vagi- 
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nal  orifices,  surgical  treatment  is  demanded.'"  In  fact,  the  presence 
of  an  abraded  and  absorbing  surface  at  the  most  dependent 
portion  of  the  vulva,  which,  of  necessity,  must  be  constantly 
bathed  in  the  lochia,  is  of  itself  sufficient  cause  for  surgical 
interference  were  there  no  later  troubles  to  be  feared. 

But  those  cases  in  which  there  is  an  external  wound  are  not 
the  only  ones  in  which  the  perineal  body  has  been  injured. 
Sometimes  the  rent  is  through  the  mucous  membrane  of  the 
vagina  down  into  the  perineum,  while  the  external  integu- 
ment remains  intact,  and  I  have  seen  several  instances  in 
which,  without  mucous  membrane  or  integument  having  been 
torn,  the  whole  perineal  body  has  been  destroyed,  leaving  only 
a  flaccid  bag  of  tissue  having  neither  elasticity  nor  resistance. 
It  may  be  quite  difficult  and  often  impossible  to  recognize  such 
a  condition  at  the  time  of  labor,  and  hence  the  need  of  a  sec- 
ond rule,  viz. :  After  the  cessation  of  the  lochia,  and  before 
the  patient  resumes  her  ordinary  duties,  always  make  an  ocular 
as  well  as  digital  examination  of  the  organs  of  generation,  to 
ascertain  the  condition  in  which  they  have  been  left  after 
labor.  If  the  perineum  is  found  flabby  and  its  supporting 
powers  gone,  an  operation  should  be  performed  at  the  very 
first  moment  possible.  If  such  a  practice  as  this  could  be  in- 
telligently enforced  there  would  be  fewer  invalid  mothers  in 
the  land,  larger  families  in  our  households,  and  the  manufacture 
of  pessaries  would  become  almost  a  lost  art. 

The  treatment  of  these  injuries  of  the  perineum  will  depend 
in  considerable  degree  upon  the  time  when  undertaken.  I 
advise,  and  practice  in  the  great  majority  of  instances,  an  im- 
mediate operation  when  there  is  an  external  wound.  If  the 
patient  is  under  the  influence  of  chloroform,  stitches  can  be 
introduced  at  once  without  subjecting  the  patient  to  pain.  I  use  a 
needle  with  a  round,  sharp  point  rather  thau  one  with  a  cutting 
edge,  and  prefer  silver  wire  to  the  animal  ligature.  It  has  been 
my  fortune  to  have  several  failures  when  I  have  used  the  animal 
ligature,  whether  catgut  or  silk,  while  with  the  use  of  silver 
wire  of  good  size  I  have  seldom  had  such  a  result.  Very  fre- 
quently the  effects  of  chloroform  have  passed  away  before 
we  are  ready  to  restore  the  perineum,  and  we  find  it  desirable 
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to  have  the  operation  performed  with  speed  if  no  more  anes- 
thetic is  to  be  given. 

In  these  cases  I  have  been  for  the  past  ten  or  twelve  years 
accustomed  to  make  use  of  automatic  sutures  similar  to  serre- 
fines.  Messrs.  Tiemann  &  Co.,  of  107"Park  Row,  New  York, 
have  made  them  for  me  of  different  sizes  from  patterns  which 
I  furnished,  designed  to  meet  the  requirements  of  various  eases. 
The  needles  consist  of  a  piece  of  steel  wire  bent  into  the  form 
of  a  clasp  and  having  points  varying  in  length  from  one-fourth 
to  three-fourths  of  an  inch  (Fig.  2,  b).  These  are  easily  held 
firmly  open  (Fig.  1,  a)  by  a  handle  devised  for  the  purpose,  and 


can  be  made  to  penetrate  the  tissues  to  the  desired  distance, 
and  then,  as  the  handle  is  removed,  the  spring  holds  the  parts 
firmly,  exactly  as  a  silver-wire  suture  would  do.  If  they  are 
introduced  properly  the  parts  are  brought  into  perfect  ap- 
position and  retained  there  easily  without  any  discomfort. 
My  method  of  introduction  is  to  carry  the  forefinger  of  the 
left  hand  into  the  rectum  and  holding  the  perineum  firmly 
with  the  thumb  and  finger  introduce  the  arm  of  the  needle 
completely  through  the  tissues  on  that  side,  and  then,  sup- 
porting the  opposite  side  in  a  similar  manner,  carry  the  other 
point  of  the  needle  through  it,  approximating  the  two  sur- 
faces as  the  handle  is  removed  from  the  needle.  In  this 
way  the  two  points  of  the  spring  needle  come  together,  and 
all  the  conditions  of  a  silver-wire  suture  are  obtained.  A 
second  and  third  needle  can  be  introduced  without  the  re- 
moval of  the  finger  from  the  rectum,  and  the  whole  lacera- 
tion thus  completely  secured  without  occupying  more  than 
a  moment's  time  and  with  very  slight  pain  to  the  patient. 
The  results  I  have  obtained  by  this  method  of  treatment  have 
been  quite  as  satisfactory  as  by  the  use  of  ordinary  sutures. 
But  it  is  very  important  to  see  that  the  needle  is  completely 
through  the  tissues  in  order  that  it  may  furnish  the  needed 
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support  throughout  the  leugth  of  the  wound.  During  the 
past  few  years  I  have  found  very  few  cases  where  it  was  neces- 
sary to  employ  a  needle  and  wire  suture,  the  results  obtained 
by  these  automatic  needles  having  been  perfectly  satisfactory. 

In  secondary  operations  we  always  find  a  good  deal  of  bleed- 
ing, and,  after  the  considerable  length  of  time  necessary  to 
denude  the  parts,  I  have  been  very  glad  to  avail  myself  of 
these  automatic  needles  instead  of  other  sutures,  because  of 
the  ease  and  speed  with  which  they  can  be  introduced,  and 
whenever  I  have  used  them  the  results  have  been  as  perfect  as 
by  any  other  method  with  which  I  am  acquainted.  I  do  not  ad- 
vise their  use  in  cases  involving  the  sphincter,  nor  in  secondary 
operations  where  a  rectocele  of  considerable  size  exists,  but  in 
the  lesser  lacerations  I  can  recommend  this  method  with  per- 
fect confidence,  as  the  most  expeditious  and  satisfactory  pro- 
cedure with  which  I  am  acquainted.  In  cases  where  the 
laceration  is  intra-vaginal,  the  external  integument  being  un- 
injured, I  introduce  the  needles  through  the  skin  of  the  peri- 
neum in  the  same  manner  as  though  it  were  a  complete  lacera- 
tion, and  find  that  the  vaginal  tissues  are  held  as  firmly  by 
them  as  though  introduced  from  the  inside. 

Such  a  method  as  this  renders  it  possible  to  treat  every  case 
of  laceration,  however  slight,  with  ease,  safety,  aud  success. 
There  can  be  no  danger  of  thrombus  from  wounds  of  the 
bloodvessels,  and  the  time  occupied  in  its  performance  will  be, 
at  the  most,  but  a  moment  or  two. 

One  word  more  regarding  the  difference  between  these 
needles  and  serrefines.  The  use  of  serrefiues  in  the  treatment 
of  these  lacerations  was  found  to  be  unsuccessful  because  of  the 
fact  that  they  penetrated  the  skin  only,  and  hence  did  not  sup- 
port the  parts,  but  merely  rolled  the  skin  over  the  wound. 
Hence  the  internal  tissues  did  not  heal.  These  automatic 
needles  are  designed  to  completely  transfix  the  perineum  and  fur- 
nish support  identical  with  that  made  by  a  silver-wire  suture, 
and  the  continued  use  of  them  for  several  years  has  convinced 
me  of  their  practical  utility  in  this  respect. 
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CINCINNATI. 


The  use  of  the  forceps  as  an  artificial  means  of  terminating  labor, 
when  delivery  in  otherwise  normal  presentations  is  for  some  reason 
retarded,  has  become  so  universal  that  other  measures  for  facilitating 
this  process  have  been  discarded  as  inefficient,  or  are  rated  as  of  but 
inferior  value.  A  study  of  the  development  of  this  instrument 
will  show  that  its  uses  have  gradually  been  more  and  more  ex- 
tended. In  its  primitive  and  simplest  form  it  was  evidently 
designed  merely  for  the  purpose  of  making  traction  when  the  head 
of  the  fetus  was  at  or  near  the  outlet  of  the  maternal  pelvis.  The 
plain,  straight  forceps  was,  therefore,  all-sufficient  for  its  original 
indication — extraction  of  the  head. 

AVhen,  however,  difficulties  arose  in  delivering  the  head  when 
still  well  within  the  pelvic  cavity,  it  was  found  necessary  to  alter  the 
shape  of  the  instrument  by  giving  it  a  pelvic  curve,  so  as  to  adapt  it 
to  the  course  of  the  pelvic  axis.  But,  as  the  head  must  perform 
certain  movements  in  its  journey  through  the  pelvis  in  conformity 
with  this  curve,  the  forceps  was  made  also  to  perform  these  move- 
ments artificially,  namely,  flexion  or  extension  (according  to  the  pre- 
sentation of  the  head)  before  extraction.  It  was  then  found  that 
these  movements  could  not  take  place  unless  certain  diameters  of 
the  head  corresponded  with  certain  diameters  of  the  pelvis,  as  in 
transverse  cephalic  presentations  especially  high  up  in  the  pelvis, 
and  another  mechanism,  that  of  rotation,  had  to  be  artificially 
performed. 

Finally,  in  its  latest  modification,  to  still  further  increase  its  effi- 
ciency as  a  tractor  when  the  head  is  at  the  inlet  of  the  pelvis, 
traction-rods  have  been  added  ;  and  to  prevent  slipping  from  the 
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part  thus  grasped,  the  forceps  is  endowed  with  a  compression- 
screw,  by  which  the  fetal  head  is  compelled  to  mold  itself  to  the 
various  diameters  of  the  pelvis,  nolens  volens.  Compression  of  the 
fetal  head  is,  therefore,  auother  property  belonging  to  this  instru- 
ment. 

Thus,  its  function  has  become  that  of  a  corrector  of  position  as 
well  as  simply  an  agent  of  traction.  Even  more  than  that,  the 
mere  introduction  of  the  blades  into  the  parturient  canal  is  supposed 
to  have  the  property  of  stimulating  the  lagging  muscular  tissues  to 
renewed  energy,  and,  therefore,  this  wonderful  instrument  has  also 
been  extolled  as  an  excitor  of  labor- pains. 

It  is  not  intended  in  this  paper  to  deprecate  the  value  of  this 
most  useful  instrument,  nor  even  deny  that  it  may  frequently— nay, 
must  frequently— perform  all  these  various  functions  attributed  to  it, 
but  to  inquire  whether  in  the  universal  employment  of  the  forceps 
for  all  the  purposes  indicated,  the  pendulum  has  not  swung  around 
too  far,  and  whether  other  less  dangerous,  but  equally  efficient, 
methods  may  not,  at  times  at  least,  be  made  to  take  its  place. 
I  wish  to  direct  attention  to  the  fact  that  some  of  its  secondary 
attributes— for  instance,  that  of  correcting  faulty  positions— may  be 
substituted  more  intelligently  and  efficiently  by  the  most  perfect 
and  delicate  of  all  obstetrical  instruments— the  hand. 

In  the  first  place,  the  hand  is  the  only  perfect  diagnostic  instru- 
ment, It  must  necessarily  precede  and  direct  every  other  man- 
oeuvre. It  is  capable  of  performing  operations  without  the  aid  of 
other  instruments,  whilst  no  artificial  agent  can  be  employed  with- 
out the  intelligent  assistance  of  the  hand.  We  can  perform  version 
with  it  alone ;  we  may  extract  the  after-coming  head— the  body 
already  delivered— with  it  alone ;  only  when  both  head  and  body 
are  undelivered  in  cephalic  presentations  does  the  hand  yield  the 
palm  of  efficiency  to  its  artificial  substitute,  the  forceps,  for  traction. 
The  forceps  has  been  likened  to  the  hand,  but  it  excels  it  in  only  one 
particular— one  not  without  danger  both  to  mother  and  child— 
namely,  its  grasping  power.  Every  obstetrician  is  aware  that  the 
forceps' has  frequently  been  used  with  detriment  to  both  mother 
and  child,  when  a  little  more  patience  with  the  efforts  of  Nature 
would  have  terminated  labor  more  safely,  if  not  more  speedily. 
But  are  we  in  all  instances  to  depend  upon  the  efforts  of  Nature 
alone,  and  sit  idly  bv  when  she  evidently  acts  at  a  disadvantage  ? 
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By  no  means ;  but  in  such  an  event  it  is  not  always  necessary  im- 
mediately to  rush  to  the  use  of  the  forceps  as  the  dernier  ressort. 
A  study  of  the  mechanism  of  labor  in  its  various  stages,  and  the 
correct  interpretation  of  any  cause  for  a  hitch  in  its  various  pro- 
cesses, may  enable  us,  with  a  little  manual  aid,  so  to  direct  the 
forces  of  Nature  as  to  render  artificial  means  unnecessary.  I  desire, 
therefore,  to  enter  a  plea  for  the  better  cultivation  of  the  use  of  the 
hand  for  other  purposes  than  for  simple  examination  of  the  pelvic 
canal  and  the  presenting  part,  and  for  other  obstetric  manipulations 
besides  performing  version  or  extracting  the  body  of  the  child. 

Occasionally  noted  authorities  have  recommended  the  manual 
rectification  of  certain  malpositions  of  the  head  at  the  inlet,  or,  more 
frequently,  in  the  cavity  of  the  pelvis — as,  for  instance,  the  con- 
version of  an  occipito-posterior  into  an  occipitoanterior  position,  or 
a  face  into  a  vertex  presentation  ;  but  the  correction  of  minor  dis- 
placements— or,  more  properly,  deflections — of  the  head  have  been 
left  to  the  correcting  power  of  Nature  alone,  or  ended  artificially 
with  the  forceps.  Accordingly,  the  use  of  the  hand  has  been  recom- 
mended for  the  correction  of  the  folloAving  faulty  positions  of  other- 
wise natural  presentations :  1,  to  convert  occipito-posterior  into 
occipito-anterior  positions  ;  2,  to  change  (normal)  face  presentations 
into  those  of  the  vertex  ;  and  3,  to  convert  the  (abnormal)  mento- 
posterior position  of  the  face  into  the  (normal)  mento-anterior  posi- 
tion. 

These  various  indications,  with  the  manipulation  for  their  cor- 
rection, have  already  been  very  accurately  described  in  this  country 
by  Parry,  Penrose,  Banta,  and  others,  and  attention  for  the  present 
shall  only  be  directed  to  such  malpositions  of  the  head  of  a  minor 
degree  due  to  imperfect  flexion  or  extension.  To  the  three  indi- 
cations above  cited  I  would,  therefore  add  a  fourth,  that  of  insuffi- 
cient flexion  or  extension  in  all  positions — deflections. 

A  deflection  of  the  head  may  be  due  to  one  of  two  causes :  first, 
disproportion  in  size,  or  want  of  conformity  in  shape,  between 
the  child's  head  and  the  mother's  pelvis ;  or,  secondly,  insufficient 
utero-abdominal  force. 

Let  us,  for  a  moment,  cast  a  glance  at  the  position  of  the  head  in 
the  different  planes  of  the  pelvis.  At  the  beginning  of  labor,  the 
bead,  midway  between  flexion  and  extension,  presents  its  long 
antero-posterior  diameter,  the  occipitofrontal,  more  or  less  trans- 
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versely  to  the  brim.  In  the  normal  pelvis,  with  normal  fetal 
diameters,  further  descent  cannot  take  place  unless  either  flexion 
(in  vertex  cases)  or  extension  (in  face  presentations)  occurs,  so  that 
either  the  suboccipito-bregmatic  or  trachelo-bregmatic,  both  of  which 
are  smaller  than  the  occipito-frontal,  may  be  presented  to  the  inlet. 
In  the  case  of  vertex  presentations,  flexion  must  occur  before 
descent  cau  take  place,  and  the  degree  of  descent  must  depend  upon 
the  amount  of  flexion.  But,  as  the  oblique  diameter  is  larger  than 
the  transverse  at  the  brim,  the  head  will  naturally  be  rotated  some- 
what anteriorly,  and  hence  the  vertex  will  enter  the  brim  of  the 
pelvis  with  the  suboccipito-bregmatic  diameter  corresponding  with 
the  right  or  left  oblique  diameter  of  the  superior  strait.  The  degree 
of  flexion  will  depend  upon  the  energy  of  the  utero-abdorniual  force 
acting  through  the  trunk  of  the  fetus  upon  the  occipital  end  of  the 
head,  and  the  amount  of  resistance  which  the  sinciput  meets  at  the 
brim  of  the  pelvis.  In  order  that  the  vertex  may  enter  the  cavity 
of  the  pelvis,  a  double  rotary  movement  occurs :  first,  the  head  is 
rotated  from  the  transverse  to  the  oblique  diameter  of  the  pelvis ; 
and,  secondly,  in  turning  upon  its  own  transverse  (biparietal)  axis, 
it  is  so  flexed  that  it  presents  its  short  suboccipito-bregmatic  to  the 
long  oblique  diameter  of  the  pelvis.  In  normal  labor  this  mech- 
anism occurs ;  but,  if  uterine  energy  be  not  strong  enough,  or  if 
there  be  a  disproportion  between  the  diameters  of  the  head  and 
those  of  the  pelvis,  the  further  progress  of  labor  will  be  suspended 
until  either  uterine  force  has  become  strong  enough  to  increase  the 
flexion,  and  hence  cause  descent,  or  until  the  head  has  become  more, 
perfectly  molded  to  enable  it  to  yield  to  the  pelvic  resistance. 
These  are  the  cases  for  which,  in  late  years,  the  axis-traction  forceps 
has  been  most  frequently  recommended  and  employed.  Whilst 
most  efficient  in  causing  descent  by  direct  traction  in  the  axis  of 
the  blades,  the  great  disadvantage  in  the  use  of  the  instrument  at 
this  strait  is  the  more  or  less  transverse  position  of  the  head,  and 
hence  the  want  of  conformity  of  the  cephalic  curve  of  the  blades  to 
the  sides  of  the  head  of  the  fetus.  To  prevent  slipping,  therefore, 
more  or  less  compression  must  be  made,  which  is  not  always  done 
with  safety  to  the  infant.  Furthermore,  if  the  head  has  been 
brought  down  into  the  cavity  of  the  pelvis  (more  or  less  trans- 
versely), as  anterior  rotation  takes  place  it  may  become  necessary  to 
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loosen  and  re-apply  the  instrument,  in  order  to  make  more  perfect 
traction. 

When  the  head  has  entered  the  pelvic  cavity  the  same  above- 
mentioned  causes  may  prevent  further  progress  in  labor.  Owing 
to  defective  uterine  energy  or  fetal  aud  maternal  disproportion,  the 
head  may  be  held  in  incomplete  "flexion  or  partial  exteusion  (deflec- 
tion). In  order  to  increase  flexion  as  well  as  rotation  in  impeded 
labor,  the  ordinary  long  forceps  is  commonly  employed.  By 
increasing  flexion  aud  exerting  traction,  the  head  is  thus  made  to 
follow  the  axis  of  the  pelvis. 

Finally,  when  the  head  is  arrested  at  the  outlet,  rotation  having 
become  complete  and  an  arrest  of  complete  delivery  being  due  either 
to  exhaustion  of  muscular  force  or  to  unusual  rigidity  of  the  peri- 
neum, the  most  natural  thing  to  do  is  to  apply  the  forceps  to  the 
sides  of  the  head  and  extract  the  head  in  complete  extension. 

Every  obstetrician  will  admit  that  all  these  conditions  render  the 
resort  to  the  forceps  not  only  justifiable,  but  often  necessary. 
Nevertheless,  in  many  instances,  the  human  hand  may  meet  all 
these  indications,  and  perform  the  secondary  functions  of  the 
forceps  :  flexion,  rotation,  and  extension.  A  sine  qua  non,  however, 
is  sufficient  uterine  and  abdominal  force  to  cause  propulsion  of  the 
presenting  part.  Hence  the  use  of  the  hand  is  not  indicated  where 
there  is  a  positive  standstill ;  then  traction  must  be  made  by 
artificial  means. 

But  artificial  extraction  is  frequently  unnecessary.  If  only  a 
proper  direction  be  given  to  the  deflected  head,  the  suspended 
energy  may  be  restored,  and  propulsion  of  the  head  by  a  vis  a  (ergo 
— Nature's  method — instead  of  a  vis  a  fronte,  is  achieved.  Every- 
one who  has  had  experience  in  forceps  deliveries  has  often  been 
surprised  at  the  minimum  of  force  required  to  extract  a  slightly 
deflected  head,  when  the  previous  seemingly  futile  efforts  of  Nature 
unaided  presaged  a  great  expenditure  of  manual  force  to  effect 
delivery.  Now,  how  may  the  hand  take  the  place  of  the  forceps 
in  the  various  planes  of  the  pelvis  ?  When  the  head  presents  at 
the  brim  of  the  pelvis,  or  is  just  about  to  enter  the  cavity,  the  chief 
desideratum  in  vertex  presentations  is  flexion.  If  we  secure  flexion, 
descent,  cceteris  paribus,  is  assured,  and  the  resistance  of  the  pelvis 
will  likewise  effect  rotation.  Let  us  suppose  that  the  parturient 
has  made  no  progress ;  the  os  has  become  moderately  dilated,  so 
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that  at  least  two  fingers  can  be  admitted,  aud  yet,  owing  to  weak 
pains  or  insufficient  flexion,  further  descent  does  not  occur,  although 
the  pelvic  relations  are  normal.  Placing  the  woman  in  the  dorsal 
position,  with  the  thighs  well  drawn  up  and  the  knees  separated, 
the  accoucheur  passes  the  half  hand — or  whole  hand,  if  necessary — 
into  the  vagina  and  makes  firm  pressure  with  the  tips  of  the  fingers 
against  the  anterior  portion  of  the  vertex  directly  upward  and 
backward  toward  the  sacrum,  whilst  the  other  hand  presses  upon 
the  fundus  of  the  uterus,  through  the  abdominal  wall  externally, 
directly  downward.  (Fig.  1.)  This  combined  force  will  tend  to 
tilt  the  long  arm  of  the  occipito-frontal  lever  upward,  whilst  the 
pressure  on  the  fetal  axis  forces  the  short  arm  downward  into  the 
cavity  of  the  pelvis,  thus  placing  the  suboccipito-bregmatic  diameter 
in  closer  relationship  with  the  oblique  diameter  of  the  pelvis.  This 
manipulation  should  be  practised,  if  possible,  only  during  a  pain, 
and  the  patient  should  be  properly  anesthetized.  Standing  before 
the  patient,  the  right  hand  (conveniently  designated  the  intra-pelvic) 
is  passed  into  the  vagina,  whilst  the  left  (abdominal)  hand  is  placed 
externally.  This  manipulation  exactly  imitates  Nature  by  strength- 
ening the  opposing  forces  when  these  are  inadequate.  It  will  prove 
most  successful  in  such  cases  where  there  is  no  fetal  and  maternal 
disproportion,  but  simply  a  want  of  sufficient  uterine  energy. 

Now,  let  us  suppose  the  head  has  entered  the  cavity  and  rests 
on  the  pelvic  floor,  but  still  further  progress  is  arrested.  The 
same  forces  must  be  operative  to  insure  complete  flexion.  As 
the  pelvic  cavity  is  completely  occupied  by  the  fetal  head,  manual 
assistance  through  the  vagina  cannot  be  readily  given,  but  the  adjoin- 
ing cavity — namely,  the  rectum — is  well  distended,  and  easily  per- 
mits assistance.  The  first  two  fingers  of  the  intra-pelvic  hand 
may  be  passed  high  up  into  the  rectum,  gradually  sweeping  over 
the  forehead  (carefully  avoiding  pressure  on  the  orbits)  until  they 
lie  upon  either  side  of  the  nose  against  the  superior  maxilla.  There 
is  nothing  but  the  attenuated  rectum  and  vagina  between  the  fingers 
of  the  operator  and  the  face  of  the  child.  The  thumb  of  the  same 
hand  is  passed  upward  over  the  vertex  until  it  reaches  the  occiput, 
as  high  up  as  possible,  under  the  arch  of  the  pubis.  With  each 
pain  firm  pressure  is  made  with  the  palmar  surface  of  the  fingers 
against  the  face  of  the  child  upward  and  forward,  whilst  the  thumb 
endeavors  to  pull  the  occiput  downward  and  backward.    (Fig.  2.) 
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If  the  thumb  cannot  find  hold,  owing  to  the  slippery  condition 
of  the  scalp,  it  remains  there  simply  for  the  purpose  of  steadying 
the  head.  It  will  be  seen  that  here  the  fingers  and  the  thumb  act 
in  opposite  directions  for  the  purpose  of  increasing  flexion.  The 
abdominal  hand,  in  the  meantime,  remains  in  the  same  position, 
grasping  the  fundus  or  making  pressure  directly  downward.  No 
effort  at  extraction  is  made,  but  the  propelling  force  is  left  to 
Nature. 

When,  finally,  flexion  has  reached  its  limit — which  can  be  said  to 
be  complete  only  when  the  junction  of  the  occiput  with  the  neck 
adapts  itself  closely  to  the  arch  of  the  pubis — the  opposite  mechan- 
ism, that  of  extension,  should  take  place.  The  intra-pelvic  fingers 
are  gradually  passed  upward  still  farther  over  the  face  of  the  child 
until  they  reach  the  chin,  where  they  find  a  strong  hold  by  hook- 
ing them  under  that  prominence.  The  thumb  in  the  meantime 
glides  over  the  occiput  until  the  edge  of  the  perineum  is  reached 
and  a  point  selected  about  the  middle  of  the  head,  near  the  anterior 
fontanel le.  The  fingers  in  the  rectum  make  steady  but  gentle 
traction  upon  the  chin,  while  the  thumb  presses  against  the  sinciput 
upward  and  forward,  pushing  the  neck  of  the  child  against  the  arch 
of  the  pubis.  (Fig.  3.)  It  will  be  seen  that  the  fingers  and  the 
thumb  again  act  in  opposite  directions,  but  now  in  reversed  order. 
In  other  words,  the  head  is  gradually  enucleated  in  extension. 
This  manoeuvre,  in  order  to  preserve  the  integrity  of  the  perineum, 
should  not  be  practised  during  the  pains,  but  in  the  interval 
between  them.  It,  therefore,  serves  a  double  purpose,  that  of 
facilitating  the  expulsion  of  the  head,  and  at  the  same  time  pro- 
tecting the  perineum.  It  is  essentially  the  method  proposed  by 
Ould,  Smellie,  and  Ritgen,  and  popularized  by  Olshausen  and 
Goodell,  for  the  purpose  of  guarding  this  structure  against  rupture. 

The  hand,  in  all  these  various  movements,  has  the  head  under 
perfect  control.  The  fingers  and  the  thumb  always  oppose  each 
other,  and  can  act  at  will.  If  the  mother's  expulsive  efforts 
should  tend  to  expel  the  head  too  soon,  before  flexion  is  complete, 
the  hand  can  act  in  opposition  by  retarding  expulsion.  Another 
advantage  is  that  the  manual  forces  are  always  auxiliary  to  Nature, 
and  act  in  the  same  direction  as  the  natural  forces.  No  artificial 
apparatus  is  introduced,  to  still  further  distend  the  vulvar  outlet,  but 
the  head  is  expelled  exactly  in  the  way  Nature  inteuded  it.  The 
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cervico-occipital  junction  arrested  at  the  arch  of  the  pubis,  the  head 
revolves  over  the  symphysis  as  upon  a  hinge,  all  suboccipital  diam- 
eters gradually  sweeping  over  the  distended  perineum  until  the 
head  is  born. 

The  manipulations  just  described  are  the  result  of  an  experience 
accidentally  acquired  on  several  occasions  ;  at  one  time  when  I 
would  have  resorted  to  the  use  of  the  forceps  if  I  had  had  them 
with  me,  and  at  another  when  I  was  implored  to  delay  instrumental 
interference  to  the  last. 

Several  years  ago  I  was  called  to  a  primipara  when  the  vertex 
was  in  the  right  occipi to-posterior  position.  As  the  labor  gave 
promise  of  being  very  tedious  and  I  had  an  urgent  call  to  make 
some  distance  from  the  city,  I  left  the  patient  with  the  promise  of 
returning  in  a  few  hours.  Returning  from  my  last  patient,  and  on 
my  way  to  my  office  for  the  purpose  of  getting  my  forceps,  I  was 
intercepted  by  the  husband,  who  said  that  his  wife  was  in  severe 
pains  and  demanded  my  immediate  presence.  Without  stopping 
to  get  my  instruments,  I  at  once  repaired  to  his  house  and  found 
that  the  head  had  entered  the  cavity  of  the  pelvis  and  was  gradually 
rotating  anteriorly,  but  was  arrested  in  a  nearly  transverse  position. 
As  the  pains  were  very  severe,  I  attempted  to  rotate  the  vertex 
forward,  first,  by  hookiug  down  the  occiput,  and  failing  in  this, 
by  making  firm  pressure  on  the  left  temple  of  the  child  toward  the 
left  side  of  the  pelvis.  Making  still  very  little  progress,  I  was 
about  to  send  for  my  forceps,  for  the  purpose  of  making  rotation 
artificially,  when  it  occurred  to  me  to  turn  the  patient  into  the 
extreme  left  lateral  position  to  secure  the  aid  of  gravity.  I  was 
rewarded  by  finding  the  occiput  rotating  anteriorly  more  rapidly ; 
but,  as  flexion  was  not  yet  sufficient  to  complete  delivery,  I  passed 
two  fingers  into  the  rectum,  made  firm  pressure  against  the  upper 
part  of  the  face,  at  the  same  time  hooking  down  the  occiput  with 
the  thumb  in  the  vagina,  and  gradually  enucleated  the  head  accord- 
ing to  the  method  described  above.  No  rupture  of  the  perineum 
took  place,  and  the  parturient  passed  through  a  normal  puerperal 
period. 

In  another  instance  I  was  summoned  by  a  midwife  to  deliver  a 
young  woman  by  forceps,  on  account  of  arrest  of  the  head  in  the 
cavity  in  a  normal  position  of  the  vertex.  The  course  of  labor  had 
been  normal  up  to  a  certain  point,  when,  in  spite  of  strong  expulsive 
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efforts,  no  further  progress  had  been  made  for  several  hours.  The 
lying-in  woman  had  a  dread  of  forceps  delivery,  and  for  this  reason 
had  engaged  a  midwife  instead  of  a  physician.  To  allay  her  ner- 
vousness, I  assured  her  that  I  would  not  employ  instruments  unless 
they  were  urgently  needed.  On  making  a  preliminary  examina- 
tion, I  found  the  cause  of  the  delay  to  consist  in  an  incomplete 
flexion.  I  therefore  passed  my  two  fingers  into  the  rectum,  and 
made  firm  pressure  against  the  face  of  the  child,  as  described  before, 
exhorting  the  patient  to  bear  down  vigorously  during  a  pain,  when, 
after  a  few  minutes,  to  the  delight  of  the  patient  and  the  astonish- 
ment of  her  husband,  I  succeeded  in  rapidly  delivering  her.  Since 
this  I  have  on  several  occasions  resorted  to  the  same  manoeuvre, 
mostly  in  primiparae,  with  equally  good  results — cases  in  which  I 
formerly  would  have  used  the  forceps.  In  no  instance  did  I  incur 
a  rupture  of  the  perineum. 

One  objection  might  be  urged  against  rectal  manipulation,  and 
that  is  the  danger  of  injuring  this  viscus.  If  the  finger-nails  be 
well  pared  aud  pi*essure  made,  not  with  the  finger-tips,  but  rather 
with  the  flat  palmar  surface  of  the  last  joints,  there  is  little  danger 
of  laceration.  It  is  true  that  there  is  a  natural  repugnance  in  some 
individuals  against  the  introduction  of  the  fingers  into  the  rectum, 
but,  owing  to  the  severity  of  the  pains  when  the  head  is  low,  the 
sensitiveness  of  this  cavity  is  considerably  obtunded.  Moreover, 
the  great  distention  of  the  anus  during  this  stage  renders  the  oper- 
ation less  difficult  and  objectionable  than  early  in  labor.  The 
danger  of  sepsis  from  this  source  is  avoided  by  giving  a  copious 
rectal  enema  early  in  labor — a  practice  which  I  resort  to  almost 
universally — and  in  not  introducing  the  fingers  again  into  the 
vagina  (for  which  there  should  be  no  need)  when  they  have  once 
been  withdrawn  from  that  canal.  As  abdominal  expression  is 
resorted  to  in  most  instances  for  the  delivery  of  the  placenta,  there 
is  no  necessity  for  a  subsequent  vaginal  manipulation.  Should  this 
necessity  arise,  however,  a  thorough  re-cleansing  of  the  fingers 
must  be  resorted  to. 

In  conclusion,  I  would  repeat  that  these  suggestions  arc  not  to 
be  understood  as  an  invective  against  the  judicious  use  of  the 
forceps.  Instrumental  delivery  may  be  urgently  called  for  in 
certain  cases  in  all  three  of  the  conditions  mentioned  above,  espe- 
cially if  the  propulsive  force  is  too  weak.    But  the  indiscriminate 
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use  of  the  forceps  in  all  cases  of  retarded  labor,  without  inquiring 
into  the  cause  of  this  delay,  is  certainly  to  be  deprecated.  A 
properly  guided  iris  a  tergo  is  less  hazardous  to  the  integrity  of  the 
soft  parts  of  the  mother  than  a  violent  vis  a  fronie,  and  corresponds 
more  properly  with  Nature's  process.  The  dread  of  the  forceps  by 
nervous  women  is  not  altogether  without  foundation.  Perineal 
lacerations  are  more  apt  to  occur  after  instrumental  than  after 
natural  labors,  notwithstanding  all  assertions  to  the  contrary. 
Rectal  expression  of  the  head  at  the  same  time  aids  expulsion 
whilst  it  protects  the  perineum. 

Manual  rectification  also  affords  the  great  advantage,  that  it  does 
not  preclude  the  subsequent  use  of  the  forceps  if  the  former  should 
prove  unsuccessful. 


SHALL  WE  USE  THE  UTERINE  SOUND  TO  COR- 
RECT BACKWARD  DISPLACEMENTS  OF 
THE  UTERUS? 


By  CLINTON  CUSHING,  M.D., 

SAN  FRANCISCO. 


It  is  almost  certain  that  this  question  will  meet  very  oppo- 
site opinions  from  the  members  of  this  Association.  Now,  as 
opposition  is  the  very  life  of,  and  the  cause  of,  progress  in  such 
an  organization,  it  is  to  be  hoped  that  a  fair  amount  of  con- 
sideration will  be  accorded  this  subject.  The  profession  seems 
divided  into  three  parties :  a  few  who,  under  no  circum- 
stances, would  introduce  a  sound  into  the  uterus  to  correct  a 
displacement ;  a  large  number  who  would  do  so  under  certain 
circumstances;  and  a  small  number  who  would  recklessly  do 
so  in  almost  any  case.  The  object  of  this  communication  is  to 
discuss  the  conditions  when  we  should  or  should  not  use  the 
sound. 

As  all  the  older  members  know,  gynecology  was  very  poorly, 
if  at  all,  taught  in  our  medical  schools  here,  or  in  any  part  of 
the  world,  twenty-five  years  ago.  As  a  separate  branch  of 
practice  or  study  it  had  scarcely  an  existence.  Therefore, 
when  I  received  my  degree,  I  knew  practically  nothing  about 
the  diseases  peculiar  to  women,  and  now  began  a  blind  groping 
after  knowledge,  at  the  expense  of  much  anxiety  and  worry, 
and  at  the  cost  of  much  unnecessary  pain  and  suffering  to  the 
unfortunate  women  who  fell  into  my  hands.  Pelvic  peri- 
tonitis, pelvic  abscess,  and  death  followed  promptly  in  a  con- 
siderable number  of  cases.  The  various  methods  pursued,  to 
relieve  the  patients  of  the  symptoms  of  which  they  complained, 
were  crude.  The  merits  of  cleanliness  were  unknown.  My 
armamentarium  consisted  of  a  Fergusson's  speculum,  and  a 
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piece  of  nitrate  of  silver  fastened  in  a  goose-quill.  The  prin- 
cipal disease  to  be  treated  was  the  so-called  ulceration  of  the 
cervix.  The  knowledge  of  pelvic  inflammation  and  abscess,  of 
tubal  disease  and  extra-uterine  pregnancy,  possessed  by  the 
average  practitioner  of  medicine,  was  insufficient  to  be  of 
service  in  the  management  of  his  cases.  Little  wonder,  then, 
that  mistakes  and  blunders  were  frequent  and  disastrous.  The 
intelligent  graduate  of  today  can  scarcely  appreciate  the  diffi- 
culties under  which  we  labored  thirty  years  ago.  Happy  the 
gynecologist  who  has  had  the  road  smoothed  and  made  ready 
for  him  by  the  labors  and  painful  experiences  of  others ! 

A  problem  presented  itself  at  the  outset  of  my  practice 
which  grew  in  importance  continually :  Why  did  a  simple 
treatment  of  an  erosion  of  the  cervix,  or  a  cervical  endo- 
metritis, set  up  a  dangerous  pelvic  inflammation  in  one  case, 
when  in  twenty  other  apparently  similar  cases  the  treatment 
was  not  harmful  ?  It  has  been  the  good  fortune  of  all  of  us  to 
have  the  truth  of  this  question  settled  during  the  past  few 
years,  largely  through  the  labors  and  energy  of  Mr.  Lawson 
Tait.  He  demonstrated,  by  many  abdominal  sections,  that 
pyosalpinx  was  the  common  concomitant  of  acute  or  chronic 
pelvic  inflammation  :  this  truth  has  been  verified  since  by 
mauy  able  men  in  all  parts  of  the  world,  and  the  conclusion 
has  been  generally  arrived  at,  that  the  escape  of  pus  or  muco- 
purulent matter  from  the  Fallopian  tube  into  the  abdominal 
cavity  is  the  common  cause  of  pelvic  peritonitis. 

This  point  being  conceded,  I  wTill  now  proceed  to  set  forth 
the  results  of  my  observations  in  the  use  of  the  uterine  sound 
in  replacing  retroverted  and  retroflexed  uteri.  I  will  cite  a 
case  that,  I  doubt  not,  will  be  recognized  as  an  old  acquaint- 
ance by  all  present. 

A  woman  applies  for  advice  concerning  the  usual  symptoms 
of  pelvic  disease — backache,  pain  in  the  region  of  uterus  and 
ovaries,  inability  to  stand  and  walk  without  increased  suffer- 
ing, with  the  various  reflex  symptoms  of  stomach  and  head  in 
varying  degrees.  She  gives  a  history  of  some  acute  pelvic 
inflammation,  or  not,  as  the  case  may  be.  Upon  examination, 
a  marked  retroversion  of  the  uterus  is  found.  Perhaps  a  pro- 
lapse of  one  or  both  ovaries.    The  uterus  is  quite  firmly  fixed. 
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The  tissues  about  the  uterus  are  not  very  tender,  and  the  pre- 
vious history  is  somewhat  obscure. 

First,  an  effort  is  made  by  manual  and  bimanual  pressure 
to  correct  the  displacement.  This  failing,  the  woman  is 
placed  upon  her  elbows  and  knees,  a  Sims  speculum  is  intro- 
duced and  held  by  an  assistant,  and  now,  the  cervix  being  well 
drawn  down  by  a  tenaculum,  an  effort  is  made  with  a  firm 
ball  of  cotton  held  in  a  dressing-forceps  to  push  the  body  of 
the  uterus  forward,  the  force  being  applied  from  the  region  of 
Douglas's  pouch.  If  the  effort  is  not  successful  in  loosening 
the  uterus,  a  firm  tampon  is  applied  behind  the  cervix,  and  the 
vagina  is  filled  with  cotton,  so  as  to  crowd  the  uterus  well  up 
in  the  pelvis.  This  procedure  is  repeated  two  or  three  times  a 
week,  but  without  any  good  result.  The  troublesome  symp- 
toms are  not  relieved.  I  now  take  a  stiff  copper  sound,  or, 
what  is  better,  a  No.  8  Otis's  steel  urethral  sound,  and,  intro- 
ducing it  while  the  woman  is  in  the  knee-elbow  position,  with 
the  cavity  backward,  describe  an  arc  with  the  handle  of  the 
sound,  thus  bringing  the  uterus  into  a  condition  of  ante- 
version,  with  the  least  possible  violence  to  the  uterine  mucous 
membrane. 

By  this  procedure  is  at  once  made  manifest  the  firmness  of 
the  adhesions  between  the  posterior  surface  of  the  uterus  and 
the  adjacent  structures.  If  the  uterus  can  be  placed  in  a  state 
of  anteversion  by  the  use  of  a  moderate  amount  of  force  thus 
applied,  well  and  good.  The  effort  is  abandoned,  for  the  time, 
if  the  pain  be  marked,  or  unusual  force  required.  A  vaginal 
tampon  of  glycerin  and  cotton  is  applied,  and  the  patient 
ordered  confined  to  bed  for  forty-eight  hours.  This  procedure 
is  repeated  at  the  expiration  of  three  or  four  days,  unless 
inflammation  supervenes.  If  it  be  found  that  the  uterus 
cannot  be  placed  in  a  state  of  anteversion  without  the  using  of 
great  force,  or  if  it  be  found  that  the  adhesions  to  the  rectum 
are  so  firm  that  when  the  sound  is  removed  the  uterus  imme- 
diately springs  back  as  though  drawn  by  a  rubber  band,  it  is 
probable  that  the  plan  of  correcting  the  displacement  by  the 
sound  will  prove  a  failure. 

During  the  past  ten  years  I  have  successfully  treated  a  large 
number  of  cases  similar  to  the  one  described  above,  have 
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invariably  used  this  method,  and  I  have  met  but  few  cases 
where  this  plan  has  proved  a  failure.  Xow  an  important 
question  arises  :  How  large  a  proportion  of  these  women  were 
made  worse  as  a  consequence  of  this  manipulation  ?  In  other 
words  :  In  how  many  did  some  pelvic  inflammation  supervene? 
Certainly  in  not  more  than  1  per  cent.  We  are  told  by  some 
writers  that  the  introduction  of  any  instrument  into  the  cavity 
of  the  uterus  is  a  very  dangerous  procedure.  If  this  is  true, 
why  do  I  have  an  immunity  ?  For  the  very  simple  reason 
that  I  have  learned  to  draw  the  line  regarding  any  kind  of 
intra-uterine  instrumentation,  where,  from  the  history  of  the 
case,  or  from  a  very  thorough  and  careful  manual  and  bi- 
manual examination,  there  exists  a  reason  for  believing  that 
there  is  disease  of  the  Fallopian  tubes. 

The  limits  of  this  paper  will  not  permit  a  discussion  of  the 
diagnosis  of  diseases  of  the  Fallopian  tubes  ;  but  when  a  dis- 
ease of  the  tube  or  tubes  is  clearly  diagnosticated,  then,  and 
only  then,  in  my  opinion,  is  the  use  of  the  intra-uterine  sound 
contra-indicated  in  retroversion  or  retroflexion  of  the  uterus. 

Since  the  Fallopian  tubes  are  a  continuation  of  the  uterine 
canal,  and  similar  in  structure,  any  irritating  matter  contained 
therein  is  liable  to  be  forced  outward  into  the  peritoneal 
cavity,  by  any  wave  of  contraction  commencing  in  the  uterus 
and  extending  to  the  tube,  from  whatever  cause,  whether  it  be 
the  introduction  of  a  sound,  violent  exercise,  sudden  pelvic 
congestion,  or  the  sexual  act.  It  is  admitted  that  the  objec- 
tions of  Emmet  and  his  followers  to  the  use  of  the  sound  are, 
to  a  certain  extent,  logical ;  but  it  is  also  claimed — first,  that 
those  objections  apply  only  to  cases  complicated  by  pus  in  the 
Fallopian  tubes ;  and  second,  that  the  same  objections  apply 
with  equal,  if  not  greater,  force  to  any  other  form  of  treatment 
under  the  same  condition. 


REPORT  OF  TWO  CASES  OF  ABDOMINAL 
SECTION. 


I.  Tubal  Pregnancy;  II.  Fibroid  Tumor. 
By  EDMUND  M.  POND,  M.P., 


Case  I.  Tubal  pregnancy ;  rupture  of  sac;  recovery. — Mrs.  H.,  aged 
twenty-four  years  ;  married  four  years ;  previous  health  good  except  occasional 
slight  pain  in  the  right  side.  Menstruation  was  normal  and  she  had  never 
heen  pregnant.  October  1,  1890,  her  normal  menstrual  period,  she  had  a 
severe  cramp  in  her  bowels,  but  it  was  soon  relieved,  so  did  not  summon  a 
physician.    Menstruation  did  not  occur. 

Two  weeks  after,  she  was  seized  with  a  violent  paroxysm  of  pain  situated  in 
the  lower  abdomen  and  running  through  the  right  side  and  back,  terminating 
in  collapse,  a  subnormal  temperature,  and  a  pulse  of  120,  from  which  she 
rallied  after  some  hours. 

On  vaginal  examination  nothing  could  be  detected  except  an  enlarged 
retroverted  uterus. 

Three  days  later  a  similar  paroxysm  occurred,  followed  by  some  pelvic 
peritonitis,  with  a  temperature  of  103°. 

She  began  to  flow  a  little,  the  discharge  being  watery  and  containing  shreds 
of  membrane. 

A  week  after,  she  was  apparently  all  right. 

November  3d  she  was  seized  with  a  third  severe  paroxysm,  recurring  dur- 
ing the  next  few  days ;  she  again  began  to  flow.  The  pulse  was  140,  tem- 
perature subnormal,  and  the  patient  in  a  semi-conscious  condition.  On 
vaginal  examination  a  tumor  could  be  detected  on  the  right  side.  The 
uterus  was  still  larger  and  retroverted,  with  pulsating  vessels  about  the 
cervix  and  vagina.  The  bowels  were  tympanitic,  and  the  tenderness,  at  first 
localized  in  the  right  side,  extended  over  the  entire  abdomen.  The  temper- 
ature rose  to  103°. 

The  diagnosis  was  made  of  extra-uterine  pregnancy,  and  laparatomy  advised. 
November  6th  the  abdomen  was  much  softer  and  fluctuation  present.  On 
percussion  the  abdomen  was  flat  anteriorly,  with  tympanitic  areas  laterally 
and  posteriorly.   The  hypodermic  syringe  detected  uncoagulated  blood. 

The  diagnosis  was  made  of  rupture  of  the  sac  and  effusion  of  blood. 
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The  next  day  the  abdomen  was  opened  by  Dr.  Packard,  of  Boston.  The 
abdomen  was  filled  with  coagulated  blood,  and  there  was  a  large  mass  on  the 
right  side,  which  proved  to  be  the  placenta,  with  ruptured  tube  and  ovary 
The  fetus  was  not  found.  The  mass  was  removed  by  the  fingers  and  thermo- 
cautery, with  but  little  hemorrhage,  and  the  abdomen  thoroughly  washed  out 
with  warm  water,  and  a  drainage-tube  passed  into  Douglas's  sac  ;  the  wound 
was  closed  and  an  aseptic  dressing  applied.  The  tube  was  removed  on  the 
seventh  day,  and  the  wound  healed  promptly. 

The  pulse  at  the  time  of  operation  was  140.  After  the  operation  the  pulse 
and  temperature  ran  a  very  irregular  course  for  two  months,  the  pulse  reach- 
ing 130,  temperature  103.5°,  after  which  it  returned  to  normal.  This  could 
be  accounted  for  by  the  presence  of  cellulitis.  The  patient  today  (August  15, 
1891 )  is  perfectly  well  and  healthy. 

Case  II.  Fibroid  tumor. — Mrs.  M.  E.  S.,  aged  forty-eight  years,  had  noticed 
for  two  years  enlargement  of  abdomen,  which  caused  much  dyspnea.  July, 
1890,  she  consulted  a  physician,  who  removed  by  aspiration  fifty-two  pounds  of 
clear,  straw-colored  fluid.  From  this  time  until  November  25, 1890,  nearly  three 
hundred  pounds  of  fluid  were  removed.  The  heart,  lungs,  and  kidneys  were 
normal.  When  the  abdomen  was  filled  with  fluid  the  kidneys  acted  but 
little.  Menstruation  was  regular.  There  was  much  edema  of  the  lower 
limbs ;  none  of  the  upper.  She  was  very  feeble,  being  able  to  sit  up  but 
little.  Nothing  could  be  detected  by  vaginal  examination,  but  by  rectal 
examination  a  tumor  could  be  detected  high  in  Douglas's  cul-de-sac. 

The  diagnosis  was  made  that  the  ascites  was  due  to  the  pressure  of  the 
tumor  on  the  iliac  veins.  , 

A  laparatomy  was  performed  November  27,  1890,  and  a  hard  nodular 
tumor,  nearly  the  size  of  a  child's  head,  was  discovered  wedged  into  Dou'glas's 
cul-de-sac.  It  was  invested  by  a  thin  membrane,  and  attached  to  the  left 
ovary,  which  formed  its  nucleus;  there  were  some  adhesions.  The  uterus 
and  other  ovary  were  normal.  The  adhesions  were  broken  up  and  the  pedicle 
severed  by  the  thermo-cautery  ;  some  hemorrhage  followed.  The  abdomen 
was  thoroughly  irrigated  with  hot  water  and  a  drainage-tube  passed  into 
Douglas's  pouch.  The  wound  was  closed  and  an  antiseptic  dressing  applied. 
For  the  first  thirty-six  hours  a  large  amount  of  bloody  serum  exuded,  and 
the  patient  was  in  extreme  collapse ;  pulse  less,  and  vomiting  incessantly 
black  coffee-ground-looking  material. 

Brandy  and  digitalis  were  given  by  both  enema  and  hypodermic  injections. 
She  gradually  improved,  and  the  discharge  of  serum  completely  stopped  on 
the  fourth  day.  The  tube  was  then  removed  and  the  wound  was  entirely 
healed  on  the  seventh  day.  She  improved  rapidly  and  has  since  had  no 
return  of  the  ascites,  and  is  now  able  to  do  her  housework. 

The  temperature  at  first  was  subnormal,  and  rose  to  100°  on  the  third  day, 
after  which  it  became  normal.  The  pulse  on  the  third  day  was  100  and  after- 
ward fell  to  80. 
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A  Plea  Against  Legalizing  Prostitution. 
By  A.  FR.  EKLUND,  M.D., 

STOCKHOLM,  SWEDEN, 


While  during  the  few  last  decades,  thanks  to  the  many  highly 
prominent  specialists  in  gynecology,  the  most  of  its  different  phases 
have  reached  an  astonishing  development  more  and  more  approaching 
perfection,  there  is  one  without  question — one  among  the  weightiest 
— which,  if  not  altogether  neglected,  has  far  from  followed  the  giant 
strides  of  other  departments  of  gynecology. 

The  diseases  within  woman's  generative  organs  are  still  of  great 
frequency,  and  their  number  is  rather  increasing  than  abating. 
Whether  in  greater  or  less  communities,  scarcely  has  a  member  of 
the  profession  time  to  announce  himself  as  a  specialist  within  the 
faculty,  before  the  never-ceasing  wandering  of  the  multitude  of 
health-seekers  and  sufferers  has  begun.  But  fortunately  most  of  the 
protean  forms  of  the  disease  in  question  are  amenable  to  treatment, 
and  the  number  of  fortunate  cures  grows  from  year  to  year,  all  of 
which  bear  witness  that  Theory  is  on  the  right  path,  since  she  can 
exhibit  so  shining  a  success. 

Meantime,  an  attempt  to  discuss  the  prophylaxis  of  all  these 
kindred  diseases  within  a  comparatively  limited  space  is  an  under- 
taking which  is  far  beyond  my  powers.  Alas  !  I  must  circumscribe 
myself,  but  not  a  moment  am  I  in  doubt  as  to  where  and  how  my 
help  is  most  needed.  A  more  than  thirty  years'  experience  has  filled 
my  mind  with  bitter,  painful  memories,  and  I  have  tried  in  vain  to 
banish  the  thought  which  daily  and  hourly  forces  itself  upon  me, 
namely,  that  still  we  must  wait,  that  the  spirit  of  the  times  is  not 
ripe  for  the  introduction  of  the  necessary  reforms.  It  will  not 
be  difficult  to  discover  that  I  in  the  above  have  in  view  the  awful 
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speed  with  which  venereal  diseases  have  spread  among  the  dif- 
ferent classes  of  society — not  only  among  us,  but  to  a  certain  extent 
everywhere ;  also  in  regard  to  the  question  as  to  the  best  means  to 
take — the  sooner  the  better — to  stay  the  ravages  of  the  fearful  tide. 
When  it  is  ascertained  that  the  majority,  77  to  79  per  cent,  of  cases  of 
venereal  disease  are  due  to  immorality,  it  is  clear  that  we,  in  the 
first  place,  must  turn  our  weapons  against  this  hydra  of  society. 
Sweden,  and  especially  its  capital,  offers  at  once  a  warning  and  an 
instructive  example  how  prostitution  ought  not  to  be  regulated,  and 
even  in  what  way  it  may  be  successfully  fought.  In  regard  to  the 
former,  it  is  proper  to  mention  that  Section  2,  Article  II.,  of  the  law 
regulating  prostitution,  which  was  issued  by  the  proper  authorities  in 
Stockholm  on  the  2d  of  June,  1875,  is  as  follows  :  "  Every  woman 
who  manifestly  leads  an  impure  life,  as  a  business,  shall  be  considered 
as  prostituted."  It  is  unthinkable,  that  by  this  the  holiest  order- 
ings  of  the  Most  High  are  trodden  under  foot.  Appearance  of 
lawful  right  is  given  to  the  mercenary  vice,  which  hereby  is  ac- 
knowledged a  licensed  employment  or  means  of  living,  like  that  of 
the  physician  or  the  apothecary,  et  al.  Besides,  by  this  our  Swedish 
law,  which  rests  on  a  foundation  of  deep  morality,  is  violated,  and 
in  the  eighteenth  chapter  of  the  criminal  code  of  the  ordinance 
against  vice:  That  an  unmarried  man  who  practises  lewdness  with 
an  unmarried  woman,  excepting  cases  aforesaid  (where  the  crime  is 
of  a  deeper  hue  and  the  punishment  consequently  will  consist  of 
hard  labor  or  prison),  is  punished  for  fornication,  with  fine  not  ex- 
ceeding one  hundred  riksdaler,  which,  however,  are  not  adjudged 
except  when  the  man,  after  being  sued  by  the  woman  or  her  legal 
representative,  is  compelled  to  give  support  for  a  child  by  him. 
Further,  that  keeping  a  brothel,  and  in  such  to  allow  oneself  to 
be  used  in  prostitution,  is  in  Swedish  criminal  law  punished. 
Also,  inducement  to  vice,  such  as  "  actions  that  wound  virtue  and 
modesty,  so  that  common  reproach  or  danger  in  seducing  others 
may  come  from  it,"  are  punishable  by  law.  Again,  as  it  is  in  fact 
the  governing  authorities  themselves,  who,  by  repealing  one  of  the 
moral  laws,  have  been  the  real  cause  and  leaders  of  the  lawless, 
society-disintegrating  efforts  with  us,  it  is  exactly  the  same  author- 
ities which  have  circumvented,  yea  practically  dissolved  one  of  the 
above-mentioned  paragraphs  of  a  valid  law  by  allowing,  in  the  aid  of 
supervision  of  the  prostituted,  many  such  to  have  their  homes  in 


REMARKS  ON   PROPHYLACTIC   GYNECOLOGY.  307 

the  same  house— nay,  in  many  contiguous  buildings  on  the  same 
street,  which  in  this  way  has  fallen  into  bad  repute.   But  even  this 
is  not  enough.    The  blow  which  the  above-named  paragraph  of 
Article  II.  of  the  still  valid  prostitution  regulations  has  given  to 
the  community,  and  consequently  of  course  to  individual  morality 
is  altogether  unparalleled,  not  to  say  incurable.    Without  fear  of 
being  accused  of  exaggeration,  I  dare  insist  that  in  its  special  sense 
the  practical  moral  education  of  the  growing  generation,  is  neglected 
in  the  greatest  number  of  Swedish  homes.    Blindness  and  self-love 
together  make  thousands  of  parents  to  see  in  their  children  only 
perfection,  or  at  least  absence  of  secret  sins  and  vice.    But,  just  in 
this  way  these  views  thrive  the  most,  and  the  power  of' school- 
learning  alone  to  stem  the  evil  will  be  naught. 

What  view,  then,  do  we  take  of  the  case  before  us?  It  is  that 
with  us  by  far  the  greatest  number  of  children  are  the  seed  of  im- 
morality, as  inherited  sin  is  implanted  in  conception,  and  that  the 
growing  up  after  the  natural  birth  will  bring  this  seed  to  a  more 
powerful  evolution,  unless  spiritual  or  supernatural  power  comes 
to  overwhelm  or  dominate  the  evil. 

Thousands  fall  into  the  danger,  and  as  a  proof  of  this  it  mav 
serve,  that  the  number  of  children  born  out  of  wedlock  in 
Sweden's  capital,  year  after  year,  week  in  and  week  out,  almost 
never  are  less  than  25  per  cent—often  as  high  as  33  per  cent  or 
something  more-of  the  total  number  of  children  born  during  the 
week.  to 

Is  not  this  distress  and  misery  enough,  especially  as  we  hardly  ever 
hear  any  one  talk  of  a  woman  having  been  seduced,  simply  because 
the  lust  „ ,  at  the  worst  in  the  woman,  who,  as  a  rule,  is  the  seducing 
party?    When  we  now  turn  to  legalized  prostitution,  this  para- 
graph of  Article  II.  is  looked  upon  by  the  partisans  of  regulation 
as  altogether  excellent  on  account  of  its  clear  definition,  and  it  has 
never  occurred  to  them  to  raise  the  question  as  to  its  propriety-  but 
when  it  is  a  question  of  taking  further  means  in  fighting  venereal  dis 
ease,  our  opponents  are  of  the  opinion  that  this  paragraph,  as  being 
he  corner-stone  must  be  retained  unaltered;  at  the  same  time 
hey  express  the  hope  that  some  new,  great  light  may  appear,  which 
si  a   give  matters  anew  direction,  such  as  a  witty  paragraph  of  law 
or  the  hke.    Incontrovertible  reasons  for  their  repeal  as  soon  as 
possible  arc  given  above. 
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It  is  with  the  greatest  comfort  that  I  find  section  1  in  the 
law,  touching  the  treatment  of  tramps,  given  from  the  Castle  of 
Stockholm,  June,  1885,  which,  word  for  word,  is  as  follows : 
Whoever  without  business  tramps  about  from  place  to  place  with- 
out means  of  support,  may,  when  the  circumstauces  do  not  show 
that  he  is  in  search  of  work,  be  treated  as  a  tramp  in  the  manner 
this  law  directs  (from  one  mouth's  to  three  years'  imprisonment 
in  penitentiary,  after  previous  warning).  The  same  treatment 
will  be  meted  out  to  whoever,  without  means  of  support,  neglects, 
according  to  his  ability,  to  endeavor  to  make  his  living  honestlv, 
and  also  keeps  up  such  a  mode  of  life  as  to  endanger  common 
security,  order,  and  morality.  Children  under  fifteen  years  of  age 
shall  not  be  treated  as  tramps. 

As  may  well  be  seen  the  second  clause  of  the  closing  sentence  in 
this  paragraph,  is  constructed  not  only  as  to  form,  but  still  more 
as  to  what  concerns  the  contents  (the  spirit)  so  as  to  be  in  close 
agreement  with  the  original  mrulation  for  prostitution  as  found 
set  down  in  the  eighth  chapter  of  St.  John's  Gospel  from  the  third 
to  the  eleventh  verse.  Here  is  found  the  whole  proceeding  com- 
pletely described  as  it  ought  to  be  in  a  Christian  society,  as  well  in 
regard  to  the  legal  authorities  as  upon  every  individual  believing 
Christian  (compare  seventeenth  chapter  of  Jeremiah  thirteenth 
verse),  by  which  an  altogether  pressiug  weight  and  significance 
seems  to  me  due  to  the  closing  clause  of  the  eleventh  verse,  with  its 
three  wholly  separate  ideas,  viz.,  first,  Neither  do  I  coudemn  thee 
(oi>c5e  ey£>  m-aicplvu^  {.  e.,  in  a  Christian  community  a  single  case  of 
prostitution  ought  not  to  be  made  the  occasion  of  a  legal  para- 
graph ;  this  is  further  shown  in  the  second  clause,  the  Lord's  ex- 
pression, Go.1  Unpevs. 

The  otherwise  so  mild  Saviour — who,  nevertheless,  when  the 
question  was  of  love  of  zeal  for  the  house  of  God,  even  scourged 
his  opponents  (John  ii.  5) — makes  use  of  a  very  strong  expression, 
for  in  the  original  text  it  is  as  just  mentioned  :  ™pevv)  which  signifies 

1  As  proof  of  what  an  irresistible  power  the  Gospel  exercises  over  the  human  heart, 
it  is  deserving  to  mention  that  in  Stockholm  during  the  years  1S"1  to  .1884,  not  less 
than  23S6  registered  women,  through  the  aid  of  the  Bureau  of  Visitation,  have  been 
sent  home  or  procured  work ;  besides  which  S7  have  been  married.  But  by  far  the 
greatest  number  go  down,  and  are,  after  complete  ruin  in  soul  and  body,  taken  into 
poor-houses  as  homeless,  decrepid  paupers:  a  few  are  condemned  to  forced  labor,  for 
the  law  contains  the  word  may,  but  not  shall. 


REMARKS   ON    PROPHYLACTIC   GYNECOLOGY.  309 

as  well :  get  away  (from  the  place,  since  thou  canst  not  resist  or  con- 
quer the  temptatiou  of  thy  flesh,  but  fall  from  one  sin  into  another); 
as  also,  let  yourself  be  brought  away  from  here  by  force,  which 
shows  of  what  proper  means  the  Christian  authorities  are  bound  to 
make  use  against  trespassers ;  but  the  former  statement  is  not  ended 
with  this,  for  the  Lord  ends  with  the  following  words,  "and 
sin  no  more,"  ml  ^kbtI  a/iaprave.     Comparing  these  words  of  the 
Saviour  and  the  contents  of  the  regulations  for  prostitution  now 
valid  in  Stockholm  (1st  par.  Art.  II.),  their  contrast  will  strike  the 
eye  at  once.    The  authorities  not  only  allow  loose  women  to  continue 
their  vicious  mode  of  life,  if  they  only  mind  certain  directions  pre- 
scribed by  the  rulers  of  order,  but  even  after  having  been  taken  to 
hospitals  and  there  treated  for  venereal  disease  and  discharged, 
permit  them  not  only  to  carry  on  their  allowed  trade  and  legal 
means  of  living,  but  even  to  continue  to  infect  their  customers,  for, 
according  to  Vilauder  {Hygiea,  No.  1,  January,  1889,  p.  3),  the 
average  number  of  daily  supported  in  each  of  the  civil  hospitals  in 
Sweden  during  the  years  1 867  to  1886  for  care  of  venereal  patients 
rose  to  39.5  (average  per  year  160.908),  while  in  the  military  hos- 
pitals the  number  of  days  of  support  on  an  average  for  each  vene- 
real patient  cared  for  in  them  during  the  same  time  rose  to  31.7 
(average  per  year  21.773).     One  must  be  very  inexperienced 
or  ignorant,  or  selfish,  or  altogether  blinded,  not  to  perceive  that 
after  an  average  of  such  short  treatment,  by  far  the  greatest  number 
will  continue  after  being  discharged  to  spread  the  contagion  ;  and 
what^  then  is  the  use  of  the  whole  system,  with  its  twice-a-week 
visitation,  so  long  as  we  do  not,  first,  make  use  of  a  much  more 
energetic  (even  cold-water)  treatment,  as  well  of  gonorrhea  as  of 
syphilis  in  the  hospitals ;  second,  are  unable  to  carry  out  the  isolation 
of  gonorrheal  patients  during  at  least  half  a  year,  and  of  syphilitic 
patients  for  at  least  two  years  after  ascertained  contagion ;  and 
thud,  by  examination  of  microscopical  preparations  obtain  full 
assurance  of  the  absence  of  venereal  disease  ? 

But  I  will  not  and  cannot  conclude  this  little  essay  without 
uttering  a  few  words  on  the  silence  of  physicians  in  the  matter  of 
the  right  of  venereal  patients  to  be  treated  gratis,  and  of  what 
ought  to  be  substituted  when  the  present  system  is  dissolved,  and 
also  of  wet-nurses. 

In  the  Royal  letter  of  the  loth  of  April,  1829,  the  formula  for 
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the  oatli  to  be  taken  at  the  examination  for  medical  license  was 
determined.    Among  other  things  it  prescribed,  that  the  examined 

promises  and  swears  by  God  and  His  holy  Gospel,  that  I,  , 

by  the  discovery  of  secret  diseases  shall  neither  injure  or  distress 
the  patient,  etc.  This  oath,  founded  on  Hippocrates,  is  now  abol- 
ished, and  a  promise  substituted.  It  is  clear  that  the  sentence  just 
cited  above,  had  in  view  above  all  the  venereal  diseases,  although 
every  tender  conscience  with  justice  might  well  look  on  it  as  perti- 
nent in  case  of  carcinoma,  lepra,  etc.,  in  fact,  taken  at  large,  in  any 
obscure  but  not  for  everybody's  discoverable  suffering.  But,  if  we 
now  with  the  majority  of  physicians,  regard  the  words  in  their  re- 
stricted sense  as  applicable  to  the  venereal  diseases,  we  shall  with 
nearer  consideration  find  that  such  a  view  not  only  constitutes  a 
holding  last  to  the  ancient  heathen  position,  but  in  the  greatest 
degree  is  inimical  to  mankind — yea,  in  real  fact  dangerous  to 
society.  The  venereal  diseases  have,  as  above  stated,  in  nearly 
four-fifths  of  all  cases  immorality  to  thank  for  their  origin.  But 
the  place  of  the  vicious  in  rank,  as  a  member  of  society,  is  once  for 
all  given.  It  is  precisely  for  this  reason  that  in  the  Mosaic  moral 
law  the  seventh  command  has  been  placed  between  the  sixth  and  the 
eighth,  that  to  the  end  of  time  make  it  manifest  that  thieves,  whore- 
mongers, whotes,  and  murderers  all  belong  to  the  same  band  of  thieves 
and  the  same  league  of  murderers.  The  physician,  who,  as  regards 
other  transgressions  of  law,  has  the  same  duty  to  make  crime  known 
as  others,  as  a  member  of  his  profession  thus  finds  himself  in  rela- 
tion to  venereal  patients  in  an  exceptional  position  which  makes 
him  co-criminal — yea,  places  him  on  a  par  with  thieves,  fire-bugs, 
and  such  coarse  criminals.  I  will  illustrate  my  position  by  citing 
an  example,  which  easily  could  be  multiplied  by  thousands.  In 
the  years  1864-1865  I  attended  industriously  during  nearly  eight 
months  the  lectures  of  Professor  Hebra,  the  elder,  at  Vienna.  He 
once  related  the  following,  the  truthfulness  of  which  those  with  me 
on  the  seat,  Lectors  Raguar  Bruzelius  and  Carl  Wernberg,  can 
witness.  A  young  man  with  an  infected  (hard)  chancre  made  his 
appearance  at  Hebra's  consulting-room,  and  announced  himself  to  be 
Count  this  or  that,  and  that  he  in  a  few  days  must  be  married  to  his 
rich  and  high-born  bride,  and  that  his  whole  future  in  an  econom- 
ical sense  would  be  ruined  unless  the  ceremony  took  place  on  the  day 
appointed.  Hebra  represented  to  him  that  he  would  unquestionably 
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come  to  visit  his  consort  with  syphilis.  "  Herr  Graf,  Sic  sind  ein 
sweinhund,"  said  Hebra.  "Freilich,  aber  ich  ruuss  heirathen," 
answered  the  count.  Is  not  such  conduct  from  the  venereal  side 
a  much  greater  crime  than  to  commit  arson,  wherein  as  a  rule,  only 
inanimate  objects  are  injured  ;  and  is  it  not  grievous  that  the  phy- 
sician shall  be  obliged  in  such  a  case  as  this  just  cited  to  stand  by 
the  criminal,  and  do  his  best  for  him,  when  on  the  other  hand  it 
ought  to  be  his  duty  to  expose  him  and  have  power  to  prevent  the 
success  of  such  a  criminal  enterprise?  Does  not  this  example 
furnish  still  further  proof  of  the  great  anguish  venereal  disease 
carries  permanently  to  the  family,  and  consequently  also  to  the  com- 
munity ? 

When  the  question  comes  up,  What  shall  be  substituted  when  the 
blasphemous  paragraphs  now  valid  in  the  regulation  of  prostitution 
shall  be  abolished  ?  our  Norwegian  brethren  have  in  a  measure 
pointed  out  the  way.  The  principle  that  furnishes  the  ground 
for  the  new  order  of  things,  which  began  on  the  16th  of  February, 
1888,  is  to  counteract  the  venereal  diseases  by  the  help  of  the 
authorities,  which,  by  the  law  of  the  16th  of  May,  1860,  is  conferred 
upon  the  commissioners  of  health.  To  this  end  the  physicians 
bound  themselves  each  day  to  give  notice  of  occurring  new  cases  of 
venereal  diseases,  in  the  same  manner  as  that  which  already  is  the 
rule  in  regard  to  other  contagious  diseases,  in  which  the  physicians, 
however,  were  relieved  of  the  obligation  to  give  names  of  the  dis- 
eased, their  position  in  society,  trade,  or  occupation,  or  even  dwell- 
ing, if  such  report  did  not  seem  proper.  On  the  other  hand,  the 
physicians  were  admonished  to  give  as  careful  reports  as  possible  as 
to  the  source  of  the  contagion.  These  reports  were  to  be  brought 
to  the  secretary  of  the  health  commission.  This  system  has  already 
demonstrated  good  effects,  but  it  must  be  developed  and  perfected 
like  the  means  used  during  the  middle  ages  for  the  suppression  of 
leprosy.  To  be  able  to  master  the  misery  we  must  grasp  the 
radical  appliances  still  in  use  in  Norway,  that  is,  to  cause  to  be 
instituted  full  personal  reports  of  all  the  leperous.  Against  syphilis 
and  other  venereal  diseases  we  shall  never  succeed  in  finding  cure 
for  the  evil  before  similar  steps  and  measures  are  taken.  The 
plain  consequence  of  the  registry  of  venereal  subjects  in  tables  will 
he  that  their  names,  photographs,  and  dwellings  will  be  known  to 
the  police  having  charge  of  morality  and  security,  whose  duty  it 
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will  be  to  watch  over  them  particularly  and  most  carefully.  After 
they  have  been  warned  by  those  in  authority  against  spreading  the 
contagion,  but  notwithstanding  defied  this  prohibition,  it  would  be 
quite  fitting  that  they  should  be  punished  as  are  committers  of 
arson,  and  other  crimes.  If,  on  the  whole,  any  legislation  should 
be  made  in  regard  to  the  question  before  us,  it  is  clear  that  it  is 
just  such  contumacious  criminality  that  should  be  the  object  for 
a  legal  paragraph  directed  particularly  against  it. 

In  regard  to  removing  the  venereal  patient's  name  from  the  tables, 
this  will  meet  with  but  little  hinderance,  for  they  with  soft  chancre 
may  be  removed  immediately  after  healing  ;  for  gonorrhea  patients, 
half  a  year ;  and  for  syphilitic,  two  and  at  most  three  years,  all 
counted  from  the  inception  of  the  disease,  provided  that  a  com- 
mission of  two  to  five  physicians — preferably  specialists,  after  fin- 
ished examination — in  written  opinion,  declare  them  thoroughly 
cured — that  is,  innocuous  for  mankind. 

With  us,  as  in  other  civilized  countries,  venereal  patients  takeu 
into  the  hospitals  are  treated  free  of  cost,  including  care  and  food- 
This  continues  to  be  regarded  as  one  of  the  most  powerful  means  in 
meeting  the  venereal  contagion,  and  the  cost  is  met  by  the  taxpayers 
of  the  community  in  common.  This  is  now  one  side  of  the  matter, 
but  without  mention  of  other  points,  several  objections  are  found 
just  within  the  standpoint  of  the  cited  hygiene.  How,  for  example, 
can  a  man  with  gonorrhea,  and  still  less  a  syphilitic  patient, 
be  considered  cured  after  an  average  care  of  less  than  six  weeks 
in  any,  civil  or  military,  hospital  ;  when  even  after  this  time  all 
that  is  necessary  is  that  the  patient  drinks  a  glass  of  ale  for  the 
diseases  to  break  out  again  and  to  be  contagious?  From  this  it 
follows  unquestionably  that  with  free  treatment  the  looked-for 
object  is  not  won.  But  this  matter  has  still,  in  the  highest 
degree  one  serious  side.  Thousands  of  other  persons,  whose 
earnings  and  condition  of  means  place  them  in  a  worse  position 
than  the  prostituted  and  their  like,  must,  in  case  of  sickness — 
which  they  quite  often  have  innocently  brought  upon  themselves, 
for  example,  an  inflammation  of  the  lungs  or  something  like  it — 
procure  the  necessary  means  for  the  cure  of  the  disease  out  of  their 
own  means;  aud  their  lot  in  case  of  sickness  is  of  a  much  less  agree- 
able form  than  his  who,  by  the  cost-free  cure,  in  fact  enjoys  a 
premium  or  support  from  public  means  aud  as  a  reward  and  euconr- 
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agement  to  continue  in  the  vicious  path.  This  is  now  altogether 
wrong.  If  society  is  really  in  earnest  in  its  wish  and  striving 
to  counteract  the  spread  of  the  venereal  diseases,  it  must  proceed  in 
an  altogether  contrary  plan,  i.  e.,  make  it  a  decided  condition  for 
care  in  the  hospitals ;  that  the  patients  immediately  after  discharge, 
by  honest  work  (i.  e.,  not  through  vice),  earn  as  much  money  as 
may  suffice  to  meet  the  united  expenses  during  their  treatment; 
provided,  that  the  patients  should  thereafter  be  kept  in  the  hospitals 
a  longer  time  than  hitherto  has  been  the  practice,  that  a  greater 
certainty  may  be  obtained  of  their  cure.  Such  a  demand  on  them 
upon  the  part  of  the  community  would  have  the  good  effect  that  we, 
during  a  sufficiently  long  time  after  discharge  from  hospital,  might 
be  able  to  keep  a  large  number  isolated  in  institutions  for  forced 
labor,  where  they  under  continued  treatment— above  all  with  the 
cold-water  plan— not  only  would  be  less  contagious,  but  even  edu- 
cated in  virtue  and  be  kept  in  continuous  work,  which  at  present 
cannot  be  done  in  our  hospitals. 

We  have  now  above  shown  what  wrong  still  rules  in  our  society 
life,  but  we  have  yet  to  point  out  another  condition  which  requires 
early  reform.    The  Eoyal  regulation  of  the  28th  of  November, 
1856,  for  wet-nurses,  directs,  in  the  23d  paragraph,  that  in  all  cities, 
as  well  as  in  the  country  where  physicians  are  to  be  had,  the  mid- 
wife must  not  recommend  anyone  as  a  wet-nurse  before  she  has 
obtained  a  regular  health  testimonial  from  the  doctor.   In  Stockholm 
these  testimonials  are  from  the  superintendent  of  the  bureau  of  wet- 
nurses,  and  in  the  Eoyal  regulation  of  the  3d  of  April,  1852,  for 
the  guidance  and  business  of  the  lying-in  hospital  in  Stockholm,  it 
is  written,  in  the  24th  paragraph,  that  the  doctor  in  charge  (adjunct) 
has  supervision,  on  his  own  responsibility,  of  the  bureau  for  pro- 
curing of  wet-nurses,  which  is  united  with  the  general  lying-in 
hospital.    We  see  from  this  that  the  advantages  for  the  infants 
have  been  well  looked  after  by  a  considerate  state  regulation,  but 
at  the  same  time  the  partiality  of  the  valid  rules  is  shown  in  all  its 
nakedness,  when  not  the  least  means  has  been  used  or  is  used 
through  examination  of  the  child  to  whom  the  wet-nurse  is  to  give' 
her  milk,  or  even  of  its  parents,  to  protect  her  against  syphilitic 
contagion.    The  same  justice  requires  that  the  interest  of  both 
parties  be  looked  after  in  equal  degree. 
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